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NOW 


even 


cardiac patients 
may have THE FULL 
BENEFITS 
ORTICOSTEROID 
THERAPY 


DECADRON—the new and most potent of all corticosteroids, eliminated fluia 
retention in all but 0.3 percent of 1500 patientst, and induced beneficial 
diuresis in nearly all cases of pre-existing edema. 


DEXAMETHASONE 


treats more patients 
more effectively 


Therapy with DECADRON has also 
been distinguished by virtual absence 
of diabetogenic effects and hyper- 
tension, by fewer and milder Cushin- 
goid reactions, and by freedom from 
any new or “peculiar” side effects. 
Moreover, DECADRON has helped re- 
store a ‘‘natural’’ sense of well-being. 
tAnalysis of clinical reports. 


*DECADRON is a trademark of Merck & Co. 
Inc. ©1958 Merck & Co., Inc. 


isle) MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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“Estrogen treatment is quite 
specific for the vasomotor and 
most of the other symptoms of 
the _typical_menopausal_syn- 
drome.” Rakof, A.E, in Goldzicher, M.A., 
and Goldzieher, J.W.: Endocrine Treatment in Gen- 
eral Practice, New York, Springer Publishing Com- 
pany, Inc., 1953, chap. 23, p. 345. 

The vasomotor symptoms such as hot 
flushes and palpitations are readily iden- 
tified with the menopausal syndrome, 
and related to declining ovarian secre- 
tion. Not so the multiplicity of other 
symptoms which may appear long be- 
fore, or even years after, menstru- 
ation ceases, such as headache, insom- 
nia, irritability and fatigability; and the 
musculoskeletal symptoms ranging from 
vague pains, arthralgias and myalgias 
to postmenopausal osteoporosis. In 
either case, the cause is the same: estro- 
gen deficiency. 


Estrogen replacement is specific 
therapy. 


Estrogen replacement therapy specifi- 
cally treats the basic deficiency. It stabi- 
lizes the vasomotor system enabling the 
patient to readjust to a new physiologic 
environment. Furthermore, estrogen is 
not just a “female sex hormone.” It has 
a beneficial effect on bone and on pro- 
tein metabolism;'! on uterine supporting 
structures;?onthe skin, andthe mucosa— 
not only of the vaginal tract but also of 
the urinary bladder and stomach.*-> 
Estrogen provides a possible relative 
immunity to coronary atherosclerosis,® 
and helps to counterbalance the tend- 
ency to adrenal and pituitary hyperac- 
tivity.” 

“PREMARIN” relieves all the symptoms 
of the menopause and provides an 
extra “plus”—a sense of “well-being.” 


“Premarin” not only promptly relieves 


AYERST LABORATORIES New York 16,N.Y.- Montreal,Canad 
5924 
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the hot flushes and the other distressi 
menopausal symptoms but almost ir 
variably imparts a gratifying sense d 
“well-being.” In addition, the over-s 
influence of “Premarin” on metabolit 
functions is also increasingly recognize: 
as a decisive factor in the postmenopau 
al years to insure better physical health 
and greater emotional  stability.%' 
These are some of the important featur 
that have established clinical acceptancd 
for “Premarin” over more than seven 
teen years, and have made it the mos 
widely prescribed natural oral estroger 
in the menopause. 

“Premarin”® (conjugated estroge 
equine) presents not just a single con 
jugate but the complete equine estro 
gen-complex as it naturally occur 
“Premarin” is well tolerated, convenient! 
to take, rapidly absorbed, and virtuall 
free from side effects. 

Administration is cyclic (usually thr 
weeks’ therapy with one week rest p¢ 
tiod). Average suggested dosage: 1.2 
mg. daily—increased to b.i.d. or t.i.d. 
necessary. Dosage is gradually reduce 
to maintenance levels. 


To suit patient requirements, four pote 
cies of tablets (2.5 mg., 1.25 mg., 0.6 
mg., and 0.3 mg.), and one potency ¢ 
liquid (0.625 mg. per tsp.). 


1. Stein, I., Stein, R.O., and Beller, M.L.: Livi 
Bone in Health and Disease, Philadelphia, J. 
Lippincott Company, 1955, chap. 9, p. 176. 
Anderson, H.E.: J.A.M.A. 168:173 (Sept. |! 
1958. 3. Goldzieher, M.A.: Geriatrics 1:226 (Ma 
June) 1946. 4. Hamblen, E.C., in Stieglitz, E.| 
Geriatric Nedicine, ed. 2, Philadelphia, W. 
Saunders Company, 1949, chap. 41, pp. 657-67 
5. Kurzrok, L.: (Correspondence), Mod. Me 
26:33 (Oct. 1) 1958. 6. Rivin, A.U., and Di 
troff, S.P.: Circulation 9:533 (Apr.) 1954. 7.G 
fith, G.C.: Obst. & Gynec. 7:479 (May) 19 
8. Stoddard, F.J.: Obst. & Gynec. Surv. 10:30 
(Dec.) 1955. 9. Shelton, E.K.: J. Am. Geriatriq 
Soc. 2:627 (Oct.) 1954. 10. Randall, C.L., Birte 
P.K., and Harkins, J.L.: Am. J. Obst. & Gyne 
74:719 (Oct.) 1957. 
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START with Anusol-HC . . . eliminate inflammatory symptoms 
rapidly and safely with 2 Suppositories daily for 3 to 6 days. 
MAINTAIN with Anusol . . . prevent recurrence of symptoms 
and promote more rapid healing with | Suppository morning 
and evening and after each bowel movement. Supplement with 
Anusol Unguent as required. Neither Anusol-HC nor Anusol 
contains any narcotic or analgesic drug, thus will not mask 
symptoms of serious rectal pathology. 


MORRIS PLAINS 


November 1959, Vol. 5, No. 11 


Article 
public: 
standir 
tribute 
lication 
interes 
value 

and ir 
two co 


should 


Nove 


. . 
Hemorrhoidal Suppositories and Unguent 


| 


YER 


ains 


November 1959, Vol. 5, No, 11 


Articles are accepted for 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 
lication, and will directly 
interest or be of practical 
value to resident physicians 
and interns. When possible, 
two copies of the manuscript 
should be submitted. 
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Palliate 

TERMINAL 
CANCER 

with 


DILAUDID} 


(OIHYDROMORPHINONE HCI.) 


by mouth + by needle + by rectum 


Nearly three decades of use and 500 
million administered doses assure a pre- 
dictable response with pitaupip: rapid 
onset, long-lasting analgesia with less 
euphoria, less drowsiness, less consti- 
pation, less nausea and vomiting than 
morphine. pitaupip, an opiate, is subject 
to Federal narcotic regulations, and 
usual precautions should be observed. 


A dosage form for every need: Soluble tab- 
lets—1, 2,* 3 and 4 mg. (for oral or hypo- 
dermic use) + Rectal suppositories — 2.7 mg. 
+ Ampules—2,* 3 and 4 mg. - Powder + Mul- 
tiple dose vials 

*Average dose 


For acute comments on ~ 
chronic disorders, read Focus 7 DILAUDID 
belongs in your bag 
i 


KNOLL PHARMACEUTICAL COMPANY, Orange, New Jersey 
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_ ADRIANI, )., Director, Depart- 
ment of Anestisiology, Charity Hos- 
pital of New eans. 


Ax S. Sapove, M.D., Director, De- 
partment of Anesthesiology, Univer- 
ity of Illinois. 


ARION B. SULZBERGER, M.D., Pro- 
tssor and Chairman, Department of 
Dermatology and Syphilology, New 
ork University Postgraduate Medi- 
al School. 


General Practice 


. WESLEY EISELE, M.D., Chief, Gen- 
Practice Residency Program, 
nhiversity of Colorado. 


EORGE ENTWISLE, M.D., General 
Practice Program, University Hospi- 
al, Baltimore, Md. 


WILLIAM B. BEAN, M.D., Professor of 
edicine, University of Iowa Medi- 
cal School. 


CHARLES Davipson, M.D., Associate 
Professor of Medicine, Harvard Medi- 


ir bag School. 
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C. WesLey EIseELe, M.D., Associate 
Professor of Medicine; Assistant Dean 
in Charge of Post Graduate Medical 
Education, University of Colorado. 


CHaRLEs L. LEEDHAM, M.D., Director 
of Education, Cleveland Clinic, Frank 
E. Bunts Educational Institute. 


JoHn C. LEONARD, M.D., Director, 
— Staff Education, Hartford Hos- 
pital. 


Obstetrics-Gynecology 


ALAN F. GUTTMACHER, M.D., Direc- 
tor, Department of Obstetrics and 
Gynecology, Mt. Sinai Hospital, New 
York City. 


Ophthalmology 


Derrick T. VaiL, M.D., Chairman, 
Department of Ophthalmology,North- 
western University Medical School. 


Orthopedics 


Harowp A. SoFIELD, M.D., Professor 
of Orthopedic Surgery, Northwestern 
University Medical School. 


Otolaryngology 


DEAN M. LtERLE, M.D., Chief, De- 
partment of Otolaryngology and Max- 
— Surgery, State University of 
owa. 
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for unmatched tolerance and optimal absorption 
in all iron deficiency anemias and especially 


when iron absorption is defective 


WITH VITAMIN G 


MOL-IRON is well tolerated by 97.9% of patients. !-!9 In contrast, 22.4% 
of patients receiving ferrous sulfate and other forms of iron show g.i. side 
effects. MOL-IRON is not just an ordinary iron salt. MOL-IRON is a spe- 
cially processed, co-precipitated complex of ferrous and molybdenum salts. 


VITAMIN C is now added to MOL- IRON because —“‘Optimal absorption of iron 
is best assured by administering it in the ferrous form with ascorbic acid...’"!! 
Each tablet contains: MOL-IRON (ferrous sulfate 195 mg., and molyb- 
denum oxide 3 mg.) plus Ascorbic acid 75 mg. Bottles of 100. Dose: 1 
or 2 tablets t.i.d. White Laboratories, Inc., Kenilworth, New Jersey 


REFERENCES: 1. Brit. M. J. 1:407, 1952. 2. Bull. Margaret Hague Mat. Hosp. 
1:68, 1948. 3. Am. J. Obst. & Gyn. 57:541, 1949. 4. Connecticut M. J. 14:930 


ae 1950. 5.J-Lancet 66:218, 1946. 6. Am. J. Obst. & Gyn. 62:947, 1951. 7. Am 
WA lis J. Med. Sc. 212:76, 1946. 8. Obst. & Gyn. 5:201, 1955. 9. J. Ped. 41:170 
1952 10 Pennsylvania M. J. 51:999, 1948. 11. Ann. Int. Med. 42:458, 1955 
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Pathology 


JoHN R. ScH EN, M.D., Professor 
of Pathology, MMhiversity of Nebraska, 
Lincoln. 

Pediatrics 


JAMES MARVIN Baty, M.D., Physi- 
cian-in-Chief, Boston Floating Hos- 
pital. 


Plastic Surgery 


NEAL Owens, M.D., The Owens Clin- 
ic, New Orleans; Clinical Professor of 
Surgery, Tulane University School of 
Medicine. 


Psychiatry 
WILLIAM C. MENNINGER, M.D., Pro- 
fessor of Psychiatry and General Sec- 
retary, Menninger Foundation School 
of Psychiatry. 


Public Health and 
Preventive Medicine 


HERMAN E. HILLEBOE, M.D., Com- 
— of Health, State of New 
ork. 


Radiology 


MAXWELL H. PoppEL, M.D., Direc- 
tor of Radiology, Bellevue Hospital 
Center. 
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Physical Medicine 
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Resident Staff Director 
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Medical Superintendent, Bellevue 
Hospital Center. 


Surgery 

DonaLp C. CoL.ins, M.D., Assistant 
Professor of Surgery, College of Med- 
ical Evangelists. 


Ear J. HALLIGAN, M.D., Director of 
Surgery, Jersey City Medical Center. 


A. MEYER, M.D., Chairman, 
Department of Surgery, Cook County 
Hospital. 


Howarp E. Snyper, M.D., The Sny- 
der Clinic, Winfield, Kansas. 


Thoracic Surgery 

C. SaMPsoN, M.D., Associate 
Clinical Professor, Stanford Univer- 
sity School of Medicine. 


Urology 

HERBERT B. WRIGHT, M.D., Chief of 
Urology, Evangelical Deaconess Hos- 
pital, Cleveland. 
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More suitable sedation for more hospitalized patients 
In many hospitals around the country, the barbiturates are being replaced 
with Doriden as the sedative of choice. And for good reasons: Doriden 
offers sound, restful sleep for patients who are sensitive to barbiturates, 
elderly patients, patients with low vital capacity and poor respiratory 
reserve, and those who are unable to use barbiturates because of hepatic 
or renal disease. Onset of sleep with Doriden is smooth and gradual, 
usually with no preliminary excitation. Doriden acts within 30 minutes, 
and sleep lasts for 4 to 8 hours. Except in rare cases, no “hangover” or 
“fog,’’ because Doriden is rapidly metabolized. 4 ® 
supPLieD: Tablets, 0.5 Gm., 0.25 Gm. and 0.125 Gm. Doriden 
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Therapeutic 


Reference 


The following index contains all the products ad- 
vertised in this issue. Each product has been listed 
under the heading describing its major function. By 
referring to the pages listed, the reader can obtain 
more complete information. All products are regis- 
tered trademarks, except those with an asterisk(*). 


Allergic Disorders and Asthma 


Analgesics, Narcotics, 
Sedatives and Anesthetics 
Darvon Compound .......... 48 
Empirin Compound .......... 163 
Antacids and Intestinal 
Adsorbents 

Antibacterials 

Antibiotics and Chemo- 
therapeutic Agents 

Cosa-Terramycin Capsules .... 47 
.. 102, 103 
151 
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Terramycin Intramuscular Solu- 


Anticonvulsants 
35 
Antidepressants 
Antispasmodics 
Arthritic Disorders and Gout 
Parafon with Prednisolone .... 55 
Cardiovascular Disorders 
Priscoline Lontab ............ 139 
Careers 
Department of the Army ..... 46 
Veterans Administration ...... 194 
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‘@ new member of the Lederle 
vitamin family...new cherry-flavored 
...for infants and children 


Tessale 
Diarr' 
Firox¢ 


on 


LIQUID MULTIVITAMING 


SYRUP Equip 
PUSHBUTTON CONTAINER 

-VITAMINS for CHILDREL Daily, 

SA MAVORSOME CHERRY STEEP Histac 

Maxis 

Mobil 


KE 


| 


= Comprehensive multivitamin supplement de- VI-TYKE Syrup in 12 oz. dis- 
penser can...no spilling—no Hema 
signed for growing infants and active mess. 


youngsters. Each tsp. (5 cc.) daily dose con- 
tains: 


® Refreshing cherry taste, a flavor-favorite with Vitamin A 


. (Palmitate) 3,000 U.S.P. Units 
chidren of all ages...no unpleasant aftertaste. Vitamin D .... 800 U.S.P. Units 
gC i ive — iboflavin (Bz) ......... 1.5 mg. 
Convenient to give—as syrup from the new Pyridoxine HCl (Bs) ...... 
push-button dispenser, or as. pediatric drops Ascorbic Acid (C) ...... 40 mg. 
from the 50 ce. bottl ith hand lib d Vitamin Biz ........+-- 3 mcgm. 
we andy calibrate 10 mg. 

d ‘antothenic Acid 
— (as Panthenol) ......... 1 mg. 


Uparaben 
KEEPS them growing... and going... better! 


Polybs 


hfan 
Baker 
Carna 
Carna 
Enfar 


Liquid Multivitamins Lederle 
LEDERLE LABORATORIES, a Division of A AN CYANAMID COMPANY Pear! River, N.Y. QD 
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125 
Otho Diaphragm ............ 24 
Cough Control 
167 
Diarrheal Disorders 
113 
Equipment and Supplies 
Becton Dickinson Products ... 135 
199 
188 
Feminine Hygiene 
Educational Charts ........... 53 
G. U. Preparations and 
Antiseptics 
Mandelamine ................ 159 
Pyridium Tri-Sulfa ........... 157 
tematinics 
—? Mol-Iron with Vitamin C ..... 12 
Hemorrhoids and Rectal 
‘Units §0isorders 
$4 8 
51 
so my. {Hemostasis 
62 
1 mg. 
Bkeparin Neutralization 
rv nfant Formulas and Milks 
{ Baker’s Modified Milk ..... 116, 117 
19 
| Carnation Evaporated Milk ... 19 
Cover 4 
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Investments and Insurance 
Accident and Hospital Insurance* 201 


Menstrual, Premenstrual and 
Menopausal Syndromes 


Miscellaneous 
Student Anthology* ......... 40 
Muscle Relaxants 
55 
Plasma Modifier 
59 
Plastic Surgical Skin Drapes 
18 
Skin Disorders 
Kwell Shampoo, Cream and 
58 
Steroids and Hormones 
Cortrophin-Zinc .......... 152, 153 
Tranquilizers 
Meprospan-400 ............. 28 
Uicer Management 
Vaginal Preparations 
49 
Vitamins and Nutrients 
30 
Weight Control 
Dexamyl Spansule .......... 26, 27 
17 


Laxatives and Anticonstipation 
Preparations 
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© RIGHT THROUGH FILM 


INCIS 


A new aid to aseptic surgery.. 


..completely isolates the patient’s skin from the wound and j 
maintains the sterility of the operative site. Skin draping by this © be 
method eliminates the use of cumbersome cloth skin towels and towel | 
clips. Nothing used during the operation can touch uncovered skin 2 

A soft, sterilizable, pliant plastic, Vi- DRAPE Film is adhered 
to the surgically prepared skin with sterile Vi-HESIVE®.) 27 
Surgical Adherant and the incision made right through the 2 
transparent film. The adhered film clings closely to wound. edges 
throughout the procedure and is impermeable to bacteria and 
fluids. Applicable to all contours, Vi-DRAPE Film offers extra 
advantages in achieving asepsis in previously difficult-to-drape areas. 


Use of Vi-DRAPE Film fits easily into established routines 
of the surgical team. For literature and technic-for-use, write to: 


AEROPLAST CORPORATION 
420 Dellrose Ave., Dayton 3, Ohio. 


Vi-Drape Film and Vi-Hesive Adherant are available through your 
surgical supply dealer. In Canada, through Fisher and Burpe Ltd. 


Patents Pending 
1. Adams, Ralph, M. D. : Med. Times, 86:1119-1127 (Sept.) 1958. and for post-op use 
Initial clinical studies on Vi-DRAPE Film were conducted by AEROPLAST® 


Carl Waiter, M.D., Peter Bent Brigham Hospital, Boston. : Spray-on Surgical Dressin o 
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Viewbox Diagnosis 


Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


Which Is Your Diagnosis? 


1. Mediastinal lymphadenopathy 2. Aneurysm 
3. Pericarditis 4. Echinococcal cysts 


(Answer on page 188) 
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ACROSS 


. Tube for passage 

of secretions 

. The uterus 

. A jogging pace 

irl's name 

. Limited spaces 

. Act as if mad 

. Anatomy (abbr.) 

Mole or birthmark 

. Old 

. Spoke bombastically 

. Open sores 

. Pertaining to the 
mouth 

. To be agitated 

. Sutteral 

. Thinks logically 
Hasten 


. Perceive 

. Unusual 

. Contagious disease 
in birds 

. Suffix used to form 
superlative 

. Native of (suffix) 

. Rapid Treatment 
Center (abbr.) 

. Centigram (abbr.) 

. The self 

. Vase 

. A fabric (pl.) 

. Added cream 

. Prejudice 

. Labor for breath 

. Erroneous hearing 
of sounds 

. Purulent infection 

of the finger (pl.) 

. Assume an attitude 

Guide 

. Female reproductive 
cell 


Ireland 

. Wear away 

. Artificially produced 
. An Abode 

Drugged 

- Any bulla or skin 
vesicle 


Highly valued 
. Bone of the forearm 
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Ss 


. An order 

. Before 

. Tellurium, vanadium 
(symbols) 

. Dutch anatomist 


. Spreads for drying 

. Epochs 

- A metal, symbol Pb 
. Strong caustic alkaline 


solution 


. From 

- Small calory 

. Prefix denoting relation 
to tissues 

. Strain, as in vomiting 


. 103 (Roman) 
. Seized 
Manuscripts (abbr.) 


. Electrocardiogram 


(abbr.) 


. Implanted tissue 
. Platinum wire and loop 


with glass handle 


. Not present 
Self-possession 
54. Exposed 
. Ripped 
. Disease or morbid 


process (suffix) 


. Egg-shaped 
. Naked 
. Samarium, elementary 


body (abbr.) 


. International Refugee 


. A narcotic 
. Potassium nitrate . Cut off 


. A clique 
. Color the skin by 
punctures 


Organization ( abbr.) 


33. Disburse . Short poem 


= 
Bio . 
15 
35 or: 
39 
ZEEE 
53 
: 
9. Confirmed 
10. Pathways 46 
67 Il. Anger 
68 Above 
a7 59 
63 


Therapeutic vitamins in the ‘‘therapeutic”’ jar 


Any severe disease process undermines the nutritional integrity of tissue.' To 
counteract physiologic stress depletion of B and C vitamins, prescribe high 
potency STRESSCAPS ... in burns... fractures .. . severe infection . 
. . and in chronic disorders such as arthritis, alcoholism or colitis. 
The attractive STRESSCAPS jar also plays an important therapeutic role. . . 


reminding the patient of his daily dosage . . . assuring adequate intake for full 
metabolic support. 


. Surgery 


Each capsule contains: 


Thiamine 

Mononitrate (B,).... 10mg. 
Riboflavin (B,) ....... 10 mg. 
Niacinamide ......... 100 mg. 
Ascorbic Acid (C)..... 300 mg. 
Pyridoxine HC! (By)... 2 mg. 
Vitamin By ........ 4 mcgm. 
1.5 mg. 
Calcium Pantothenate. 20 mg. 
Vitamin K (Menadione). 2 mg. 
Average dose 1-2 capsules daily. Stress Formula Vitamins Lederle 


1. Spies, T. D.: J. A.M. A. 
167:675 (June 7) 1958. _ 
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1. Before extracorporeal procedures can be- 
gin, coagulation of blood must be prevented. 
Anesthesiologist injects Panheprin (Hep- 
arin, Abbott), through Venotube Twin- 
Site. Pliapak blood bag is also heparinized. 


3. Polybrene is diluted before use, to 1 
mg. os ml. It is given at operation’s end, 
slowly over 10 to 15 minutes, to neutralize 
heparin. Recommended ratio of Polybrene 
to heparin is one to one. 


Polybrene seems to avoid most of 
the antiheparin problems. It acts 
promptly. And, since it is not pre- 
maturely eliminated, there is no 
heparin rebound. Though not totally 
free of side effects, Polybrene does 
not cause significant hypotension at 
correct dosage levels. Titration pro- 
cedures are simplified as well. 

Polybrene, a synthetic quaternary 
ammonium salt, is not hemostatic in 
the ordinary sense; it has no coagu- 
lant effect on unheparinized blood. It 
acts only as an “anti-anticoagulant” 
—to restore the clotting mechanism 
of heparinized blood. 

It has recently been evaluated for 
heart surgery in a published paper,' 
in which the authors state that since 
Polybrene has become available to 
them, its use has completely replaced 
their former procedure, ‘‘as we con- 
cur in the opinion that it is a superior 


tient 
for oxygenation. It is de-bubbled in helix 


makes extracorporeal circulation safer 


PANHEPRIN, POLYBRENE®, PLIAPAK®, VENOTUBE® AND TWIN-SITE® ARE OF ABBOTT L s111is8 


2. Open heart operation procedes. Pa- 
8 blood bypasses heart into apparatus 


(background), and then pumped through 
Abbott double filter (left) back to patient. 


4. LEFT: In Lee-White test, patient's 
heparinized blood is still liquid after nor- 
mal clotting time has elapsed. RIGHT: 
Blood, with heparin neutralized by Poly- 
brene, shows normal clotting time restored. 


drug for heparin neutralization.” 

ses of the new agent will not be 
confined, of course, to cardiac sur- 
gery. Extracorporeal circulation is 
entering other areas. In treating can- 
cer, for example, isolated perfusion 
techniques are well established; they 
permit drugs too toxic for systemic 
use, to be circulated in local parts of 
the body. Here, and wherever heparin 
requires neutralization, this new 
Abbott product should prove useful. 
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Unsigned letters will neither 
be published nor read. 
However, at your request, 
your name will be withheld. 


More on Medico 


I have read with interest the 
article in the September issue 
about Medico. 

The recent article mentions 
many eminent men connected 
with Medico. It might also men- 
tion the imaginative and persever- 
ing man who conceived this 
really unique idea: Dr. Thomas 
Dooley. The experiences that led 
to Medico are described in “The 
Edge of Tomorrow” and “De- 
liver Us From Evil,” published 
by Farrar, Straus, and Cudahy, 
New York, and in a third book 
to be started in the next few 
weeks. Not to be forgotten is 
the work of Peter Commanduras, 
M.D., who has joined Dr. Dooley 
in this enterprise. 

Because I spoke to Dr. Dovley 
last week in New York, I have 
some up-to-date information that 
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may be of interest. Dr. Dooley 
will send out doctors, dentists, 
and nurses to any country of the 
person’s choice for a period of 4 
months, but preferably for a peri- 
od of 2 years or more. Medico 
will pay transportation and salary. 
I gather that in some cases wives 
may accompany husbands. No 
extensive clinical experience is 
needed, because even the simplest 
medical help is a boom in many 
of these countries. Therefore, 
doctors just completing their in- 
ternship and those in residency 
are looked upon with favor, 
though men in their 40’s and 50’s 
are currently applying and have 
been sent out. Work is being 
done at present in Laos, Cam- 
bodia, Pakistan, Afghanistan, 
Peru, Kenya, French Equatorial 
Africa, Burma, and Haiti. 
—Continued on page 44 
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Iriameinolone LEDERLI 


id arthritis ; arthritis; 


ni-inflammatory and antiallergic levels indications: th 
respiratory allergies; allergic and inflam- 
matory der 3; di i d lupus 


QSTOCORT means: 
erythematosus; nephrotic syndrome; lym- 


ave dom from salt and water retention phomas and leukemias. 


Precautions: With anistocort all tradi- 


ing fRmual freedom from potassium depletion tional precautions to corticosteroid therapy 


should be observed. Dosage should always 
im- dligible depletion be carefully adjusted to the smallest 
amount which will suppress symptoms. 
an, ffphoria and depression rare ‘After patients have been on steroids for 
i prolonged periods, discontinuance must be 

rial voracious appetite — carried out gradually. 
. . . Supplied: Scored tablets of 1 mg. (yel- 
excessive weight gain low) : 2 mg. (pink) ; 4 mg. (white) ; 16 mg. 

white). 

e 44 incidence of peptic ulcer Diacetate Parenteral (for intra-articular 
, incidence of osteoporosis and intrasynovial injection). Vials of 5 cc. 


(25 mg./ce.). 
sien compression fracture 
List of References 1-20 supplied on request. 


ene) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, N.Y. 
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—Continued from page 34 


Another unusual thing about 
Medico is that the doctor does not 
have to have a prior knowledge 
of the language, nor does he need 
special training in public health 
or tropical medicine. According 
to Dr. Dooley, this is in sharp 
contrast to other organizations 
that send out doctors, such as 
the World Health Organization, 
State Department, and Pan 
American Union. The role is 
entirely that of a doctor, and 
there is no thought of religious 
proselytizing. It should be men- 
tioned at this point that several 
of the Medico doctors in foreign 
countries are Jewish, and that the 
phrase at the beginning of the 
September article might better 
read “ .. . dedicated to relief of 
suffering . . . in addition to this 
Hebraic-Christian motive... . ” 

The address given in the Sep- 
tember article is no longer cor- 
rect. For more _ information 
about participating or contribut- 
ing ($3 cures 20 children of yaws, 
$5 buys enough antibiotics to 
cure 5 people threatened with 
blindness by trachoma, etc.), 
write Dr. Thomas Dooley, Box 2, 
Times Square, New York. 

Eugene Bellin, M.D. 
1456 56th Street 
Brooklyn, New York 


Of Interest 


We are enclosing a check j 
the amount of $10 covering a one 
year subscription for the Res 
dent Physician. 

One of the Children’s Ho 
pital’s residents brought thi 
magazine to our attention feeli 
that some of the things writter 
would be of interest to Admini 
tration. May we comment thd 
this Institution is very much inter 
ested in the resident’s welfare 
Some of the material which yo 
are so ably putting before the 
is stimulating to say the least 
Congratulations! 

Robert M. Portej 

Administrato} 

The Children’s Hospital 
Columbus, Ohio 


Three Years 


May I first express apprecia 
tion to you for your excellenj 
article about our North Carolini 
Baptist Hospital, in your Augus! 
issue. Certainly it was a very nics 
article which all of us connecte¢ 
with the institution appreciate. 

However, I would appreciaty 
very much if you would correc 
an inaccuracy about our ophthal 
mology residency program. Oul 
program is a three year program 
rather than a two year program 
and the number of residents 

—Concluded on page 
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PATIENT 
CHARTS FOR OFFICE USE 


These laminated plastic- 
covered charts in color 
(prepared by R. L. Dick- 
inson) will help you to 
explain pelvic anatomy 
and reproductive organs 
0 female patients. Suit- 
able for grease-pencil use 
and erasable. 

x laminated plastic for 
permanence always 
iresh-looking 2 charts 
11”—back to back 
* diagrams in color 


TAMPAX 
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Medical Director 
Department RP-119 
Tampax Incorporated 
Palmer, Mass. 


Please send me FREE your Patient Educationa’ 
Charts of Female Pelvic and Reproductive Organs. 


Name 


Address 


City 


Zone 


State 


ck i 
a ONE 
Resi 
Ho 
this 
eeling MENSTRUAL 
yritten 
least 
STANDING 
FEMALE PELVIC ORGANS FEMALE REPRODUCTIVE ORGANS 
cellen 
arolin | 
Augus 
ry nice i 
nected 
ate. 
reciatd 
correc 
n. Out 
ogram 
‘ogram 
| 
hy 


—Concluded from page 44 


ordinarily on service are three, 
rather than two. I would particu- 
larly appreciate your running 
some sort of correction as to the 
duration of our service because 
we would hate for a false notion. 
as to its make-up to be publicized. 
Once again thank you for your 
very good article about our insti- 
tution. 
Winston Roberts, M.D. 
Chief of Ophthalmology 
N. C. Baptist Hospital 
Winston-Salem, N. C. 


Sold Out! 


The reaction to your insertion 
in recent issues of the Resident 
Physician of the fact that MEDI- 
QUIZ reprints are available has 
been surprising and most gratify- 
ing. The insert has appeared in 
the July and August issues, and 
by September 3rd, we had filled 
741 orders for reprints. Our 
original order for 300 reprints 
was, of course, sold out. We are 
well into the second order-(1000) 
and will have to reorder soon if 
the requests keep coming in at 
the present rate. 

We thought this information 
would be of interest to you from 
the point of view of reader re- 
sponse. We, of course, are de- 
lighted that so many residents 


find MEDIQUIZ useful for study 
purposes. 

Ruth S. Shaper 
Assistant Director, 
Professional Examination Service. 


© House staffers who didn't 
get their reprint, send $1 and 
return address to: Professional 
Examination Service, American 
Public Health Association, De- 
partment LE, 1790 Broadway, 
New York 19, New York. 


Language Guide 


I am a physician working in a 
Navajo Indian Hospital. I am 
planning to compile a list of 
phrases in Navajo, similar to the 
ones you have published in Span- 
ish, etc. To my knowledge there 
is no similar compilation and | 
would appreciate it if you would 
send me one of your lists which 
I might use as a guide. 

Stephen R. Gushin, M.D. 
Indian Hospital 
Winslow, Arizona 


® Copy on the way. The RP list 
of questions and answers has 
been used by others as the basis 
of booklets in Russian, Japanese, 
Chinese, as well as the six lan- 
guages which were included in 
our original language guide 
(French, German, Spanish, Yid- 
dish, Polish, Italian). We are 
happy to add Navajo to the list. 
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The Chief Resident 


In the eyes of the intern or resident, the Chief 
Resident may be considered near a deity. Let us take 
a look at the position of the Chief Resident, how he 
is chosen, what his duties and responsibilities are, how 
he should carry them out, and how the house staff 
should regard him. 

If the Chief Resident is the product of a pyramidal 
system of residency education, he should, theoretically, 
be the most experienced and capable man on the house 
staff. This should make him the best doctor on that 
staff. 

In the horizontal system, when the Chief Resident 
is picked from one of the group of residents entering 
their last year of hospital training, it is to be hoped 
that he will be chosen on the basis of knowledge, 
ability, leadership, and personality. Unfortunately, this 
is not always the case. 

In horizontal programs it is preferable that the Chief 

h, Yid- Resident is not a competitor with his own group. To 
Ve are avoid this he should be an individual who has com- 
the list. pleted the required program, and who is staying on 
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Editor’s Page 


for an extra year or two to gain added knowledge and 
experience. 

In most residency programs the Chief Resident is 
the first in line after the Director of the Service in 
sharing responsibility for patient care. He, in turn, 
shares this responsibility with the residents and interns. 
It is important to remember that responsibility cannot 
be delegated but only shared. This means that if each 
intern and resident does not assume his share of the 
responsibility for patient care, the Director of the 
Service, not the Chief Resident will have to answer for 
anything that goes wrong. 

On the other hand, authority relative to certain duties 
may and must be delegated to the Chief Resident. He, 
in the last analysis, must make professional decisions 
relating to patient care in the absence of the Director, 
or the attending on service. He prepares the schedules 
for the work of the house staff. He acts as the buffer 
between the house staff and the administration of the 
hospital, on operational, nursing, or administrative 
matters. He is the chief representative of his service in 
all professional consultations in off hours, and he shares 
much responsibility for all educational programs in his 
service. 

His life can be made pleasant or difficult (as may 
the life of other members of his house staff) depending 
on how much cooperation he receives (or antagonism 
he arouses) from his interns, residents, attending staff, 
and his Director. If the Chief Resident is well versed 
in medicine and has the respect of his staff, all goes 
well; if he is unsure of himself and not liked by his 
staff, things go badly. But even under adverse condi- 
tions the house staff should pull together in mutual 
support—since the only one who really suffers from 
dissension within a house staff is the patient. 
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Things. Learned About 
Locating 


A fine practice in a good 
location may fall in your 
lap. But don’t count on 
it, says the author. 
Whether you intend to 
establish your own pri- 
vate practice or join a 
group, here are some 
valuable tips. 


Robert Proper, M.D 


O: all the many professions and 
occupations, physicians alone are 
able to practically handpick their 
own locations—theoretically, at 
least. 

Of course, there are limitations. 
Some grow out of the nature of 
the practice of medicine itself. 
Others are self-imposed, based on 
the individual physician’s attitude 
and ideas of a good community 
and, to a varying extent, on his 
wife’s feelings in this important 
matter. 

As a matter of fact, most of 
the criteria which restrict the lo- 
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cation of a practice for a physi- 
cian come from the doctor’s own 
personality. The factors which he 
considers to be all-important, only 
occasionally turn out to be im- 
portant. 

' For example, a colleague once 
told me that he would never prac- 
tice “in any city where I can’t 
hear the Budapest String Quartet 

Another had to be where he 
could “sail a boat.” 

A third felt an overwhelming 
compulsion to keep abreast of 
“the latest Broadway shows.” 

A fourth would “never leave 
Boston!” 

And so it goes. It would ap- 
pear that entertainment was the 
primary consideration in each of 
these choices. 


important 

Are these factors important? 
Maybe. But how important? 
Should a resident turn down a fine 
practice because it’s not in Bos- 
ton, not near Broadway shows, 
away from the Budapest String 
Quartet or distant from a body 
of water which would permit sail- 
boating? 

It would seem in this age of 
commercial jet travel that each of 
these pleasures could be enjoyed 
from practically any point in the 
United States—and all within a 
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matter of hours—or on any three- 
day weekend. 


Economic differences 


Thus, some attention can 
properly concern “fringe bene- 
fits.” But often, other more im- 
portant considerations are ignored 
in the initial evaluation of a prac- 
tice location. 

For example, here are some 
points which I found have a bear- 
ing on locating: It is generally 
agreed that a practice in many 
parts of upper New England may 
necessitate economic sacrifice, as 
compared to many other areas in 
the United States. Important? 
Definitely. 

By the same token, practice 
in many parts of New York State 
or California will mean competi- 
tion with a capital C. Large, 
highly organized, highly effective 
medical groups such as the Health 
Insurance Plan and Kaiser Per- 
manente are important competi- 
tors of a new solo specialist. 
Doctor-patient 

Generally, the “cultural” ad- 
vantages of a large metropolitan 
area are offset by disadvantages. 
For instance, it is a matter of 
record that patients tend to 
“shop” for and switch doctors in 
a metropolitan area. This in- 
cludes the suburbs. This doesn’t 
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mean you can’t develop patient 
loyalty as in other sections of the 
country. It does mean that a 
close, personal relationship be- 
tween patient and physician is 
less common in metropolitan 
areas than in smaller communi- 
ties. 

Also, the doctor-patient ratio 
is low, thereby automatically lim- 
iting the number of patients avail- 
able for each doctor. While hos- 
pital facilities are excellent and 
professional contacts unlimited, 
it’s not easy to get staff privi- 
leges. Also, hospital beds are in 
extremely short supply in nearly 
every metropolitan center in this 
country. 


Office space is expensive, if 
not exorbitant. Generally speak- 
ing, family living expenses are 
higher. And as a personal obser- 
vation only, it appears that phy- 


About 
the 
Author 


sicians in competitive, fast-mov- 
ing, saturated areas of practice 
work themselves to death prema- 
turely. 


Study 


There are many reasons for 
postponing your search for prac- 
tice. Most of these reasons are 
poor ones. And most represent 
rationalization on the part of the 
“busy resident” who just can’t 
seem to find time to worry about 
such things as a location for his 
life’s work. 

In every reference to advice to 
the young resident seeking a lo- 
cation, it is always stressed that 
the resident should begin his 
planning early. This pointed di- 
rective is usually amplified by 
some such remark as “. . . at 
least a year before finishing your 
residency training.” 


After graduating from the State University 
of New York in 1953, the author took his 
medical internship at the Maimonides Hos- 
pital in New York. A year of residency in 
medicine at Duke University Hospital was 
followed by a second year residency at Bos- 


ton Veterans Administration Hospital. 

“At Duke and at Boston I witnessed the common dilemma 
of residents who finished their training with absolutely no idea 
of what they would be doing after June 30. With this lesson 
in mind, I began my search early, looking into the medical 


potential of the Southwest.” 


The author completed his residency training and is currently 
in practice in Albuquerque, New Mexico. 
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Since there is a certain amount 
of data available at a nominal 
cost to anyone looking for a 
practice location, I heartily en- 
dorse the idea of getting an early 
start in your planning. 

As far as the collection of facts 
is concerned, the American Med- 
ical Association provides a su- 
perb ecologic study of the eco- 
nomics and population-physician 
ratio of practically every city, 
town and village in the United 
States. Although much of the 
data in this study has need of be- 
ing brought up to date — most 
figures are from 1942-1949— 
this study is invaluable to any 
physician who contemplates es- 
tablishing a private practice in 
this country. Dr. Dickinson’s 
“Distribution of Physicians by 
Medical Service Areas” and his 
map supplement are provided 
free of charge by the American 
Medical Association. 


Pamphlets 

Also, in the process of collect- 
ing your facts, you'll find that 
the United States Department of 
Health, Education and Welfare 
provides additional valuable data 
in its “Health Manpower Source 
Book.” This is composed of 
pamphlets, each divided into 
three sections and dealing with 
physicians, nursing personnel and 


medical social workers. Each 


pamphlet costs 40 cents, a rela- 


tively small investment compared 
to the large yield in future divi- 
dends. 


Visit 


Once you have evaluated an 
area concerning its medical facil- 
ities and economics, the validity 
of such evaluation must be cor- 
roborated by direct personal ob- 
servation. 

A visit after the completion of 
residency training is often both 
disheartening and unrewarding. 
As a graduated resident you en- 
ter upon the scene as a potential 
competitor. 

One local physician may tell 

you that he is in a wasteland 
surrounded by economic chaos, 
that the community is over-run 
with M.D.’s, and _ incidentally 
there is “a boom town fifty miles 
down the road, wide open with 
an excellent practice potential for 
a man in your specialty . . .” 
’ On the other hand, the physi- 
cian who enters the same scene 
seeking a house staff appointment 
is frequently treated in quite 
another manner. A local hospital 
needs a resident physician. The 
community is prosperous, you 
are told. It needs your specialty. 
You are greeted like a long lost 
brother. 
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Better side 


You will be shown the better 
side of the medical community. 

If you happen to be greeted 
coolly, this may be taken as a 
prediction of things to come— 
socially, professionally and eco- 
nomically. You may be bucking 
a stone wall. It is fortunate if you 
find this out before, not after 
your residency. 

If you happen to be married 
to an alert wife who can use her 
powers of deduction, her evalua- 
tion of the quality of clothing, 
china, or other merchandise on 
display in the specialty shops in 
the area can have the validity of 
an economist’s report. 

Settling in a prosperous, grow- 
ing, up-to-date community ob- 
viously will not hinder a begin- 
ning medical practice. 

Nor will a potential practice be 
enhanced by a community which 
has no new buildings, and whose 
shopping district consists of run- 
down, five and dime stores el- 
bowing bars for space. 


Minority report 


If you are of a minority racial 
or religious group you may find 
a very real advantage in the 
larger cities, the so-called cosmo- 
politan centers. In most instances, 
discrimination is less apparent in 
the large urban areas. However, 
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each region has its own particu- 
lar attitudes. As a practical mat- 
ter, it is better to learn of these 
facts before settling down rather 
than after. 


General practice 


Another important factor in 
the selection of a community for 
the practice of a specialty is the 
status of the general practitioner 
in the area. In the larger centers 
of the Northeast, for example, 
the GP generally has been ex- 
cluded from the hospital practice 
of surgery and frequently, of ob- 
stetrics and gynecology. Medi- 
cine and pediatrics are his prac- 
tice; he competes with the in- 
ternist and pediatrician in this 
respect. 

In the South and much of the 
West the general practitioner 
does surgery and obstetrics. He 
is important competition for the 
resident trained in surgery and 
gynecology. In much of the West 
and Far West, chiropractors and 
excellently trained osteopaths 
also provide competition for the 
internist and the general and or- 
thopedic surgeon. This competi- 
tion is not something to be ridi- 
culed into oblivion. It must be 
recognized and accepted as an 
existing condition in the medical 
community. If you ean’t meet it 
and beat it, don’t settle there. 
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Final year 


The advantages of taking a 
final year of residency training 
in the community chosen for ul- 
timate medical practice are le- 
gion. Some of these advantages 
have to do with a possibly more 
expert, more alert practice of 
medicine through familiarity with 
the type of patient in the area. 
For example, the orthopedic sur- 
geon in New York learns that 
congenital dislocation of the hip 
must be watched for in the young 
patient whose grandparents came 
from northern Italy. The chest 
surgeon in North Carolina puts 
“blastomycosis” among his pri- 
mary diagnoses of a patient from 
Griften, North Carolina who pre- 
sents the symptoms of fever, 


night sweats, cough, and the 
chest film reveals a soft pulmo- 
nary infiltrate. 

The neurologist in Salt Lake 
City examining a Mormon with 
weakness in his extremities sus- 
pects muscular dystrophy. Yet, 
the same neurologist in Hono- 
lulu, examining a patient with 
similar complaints from Guam, 
suspects amyelotrophic _ lateral 
sclerosis. 

The cardiologist in Phoenix, 
confronted by a Navajo with 
acute substernal pain knows that 
cholelithiasis is the probable 
etiologic factor. 

These peculiar lessons may be 
learned by any practicing physi- 
cian, but they are more easily 
acquired when he is a member 
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of a house staff for a period of 
six months or a year. 


Other advantages 


Other advantages, less diag- 
nostic but equally substantial, 
stem from the fact that a hos- 
pital attending appointment is 
usually more readily attained 
after serving a year of residency 
at a hospital. In addition, as a 
resident you learn your hospital. 
You become acquainted with the 
quality of its laboratories, nurs- 
ing, the cooperation and effec- 
tiveness of its administrators and, 
in general, what you can expect 
as a practicing physician from 
the hospital. 

Also, after a year of house 
staff training, the potential in- 
ternist will know pretty well 
where to find a good radiologist; 
a would-be surgeon will learn 
upon whom he can rely for help 
with electrolyte or cardiac prob- 
lems, and the pediatrician has 
spotted a well-trained ortho- 
pedist. 

As a resident you will also be 
grounded in the resources, facili- 


ties and the availability of nurs- 
ing homes. You will learn of the 
services made available by pub- 
lic health departments, mental 
health groups, voluntary agencies 
and by the Veterans Administra- 
tion. You will meet many of the 
practicing physicians in your 
community. You will remember 
the good ones. And those whom 
you have impressed will remem- 
ber you when you finally enter 
your private practice. 

The foregoing applies when a 
resident elects to be a peripatetic 
resident. In such a situation, he 
will have no true “alma mater.” 

On the other hand, if you have 
been chosen and retained in a 
university hospital type residency, 
you would lose a most important 
advantage by leaving your resi- 
dency before completion. A 
graduate of a residency in a uni- 
versity teaching hospital should 
have no problem in securing a 
hospital appointment in the city 
in which he plans to settle. His 
chief, who knows him well and 
admires him, will assist him in 
obtaining a hospital appointment. 
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BELLEVUE HOSPITAL CENTER 


Milton G. Potter, Jr., M.D. 


Following two years with the 
Air Force, the author at- 
tended Princeton University 
and received his B.A. in 
1949. In 1953 he graduated 
from the College of 
Physicians and Surgeons, 
Columbia University, and 
went on for internship 

and residency training at 
Bellevue Hospital. 


ition Hospital is the oldest 
municipal hospital for the care of 
acute diseases in the United 
States. Its bed capacity is 2900. 
The obstetrical and gynecological 
service is one of the many units 
forming a part of Bellevue. 

The gynecological service has 
85 beds on two wards, a 59-bed 
ward for pre-operative and non- 
operative cases, and a 26-bed 
ward restricted to the care of 
postoperative patients. On this 
service 1800 to 2000 patients are 
admitted per year. Somewhat 
over half of them are given sur- 
gical treatment. 
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The majority of gynecological 
cases are admitted as emergencies 
and their workup is carried out in 
the hospital. A smaller propor- 
tion of cases are admitted from 
the gynecological clinic. There 
are no private patients. All are 
ward cases and no discrimination 
other than the necessity for hos- 
pitalization is used in selecting 
patients for admission. 


Outpatients 


In association with the hos- 
pital service is an active out- 
patient department open five days 
a week and receiving about 10,- 
000 patient visits a year. In ad- 
dition there are special clinics 
held in general follow-up, tumor 
follow-up, sterility and endocri- 
nology. Each of these meets once 
a week. 

The obstetrical service has 67 
beds and cares for about 2600 
hospital patients a year. In con- 
junction with this, a large ante- 
partum clinic meets five after- 
noons a week and receives about 
15,000 patient visits a year. 
There are special clinics main- 
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tained for cardiac patients, tox- 
emia of pregnancy, for patients 
in whom dystocia is anticipated, 
for leutics and for general follow- 
up. Two-thirds of the obstetrical 
patients are seen in the antepar- 
tum clinic. 

Almost the entire amount of 
active work on both services is 
done by the house staff under 
supervision of the attending ob- 
stetricians and gynecologists. 


Research 


A special laboratory for the 
study of obstetrical and gyneco- 
logic pathology is maintained by 
the Department of Obstetrics and 
Gynecology in the Department of 
General Pathology of the hos- 
pital. The cytology laboratory at 
the University Hospital stains all 
of the Papanicolaou smears done 
on each Bellevue Hospital admis- 
sion and these are read in the 
obstetrics and gynecology pathol- 
ogy department by the resident. 

Each year, eight junior assis- 
tant residents are appointed. 
These men must have had one 
year of general training follow- 
ing medical school graduation. 
Each of them spends six months 
on obstetrics and six months in 
gynecology, with some time in 
the outpatient department. They 
are aided in their work by the 
assistant residents, residents and 


senior residents, all of whom 
have had a similar year of train- 
ing. 

During the first year oppor- 
tunities for further training are 
offered to six of the eight men. 
Two of these appointments are 
for an additional three years of 
training and four are for an addi- 
tional two years. All of these 
men will be able to complete 
Board requirements in a resi- 
dency program totaling either 
three or four years. 

The fourth year consists of six 
months as senior resident in 
charge of obstetrics and six 
months as senior resident in 
charge of gynecology. 


Senior resident 


The senior resident on ob- 
stetrics and gynecology works in 
close alliance with the chief of 
service, Dr. Gordon W. Douglas, 
and it is the resident’s respon- 
sibility to keep him informed of 
complications and problems aris- 
ing on the ward. Difficult diag- 
nostic problems, problems in 
management and unusual hap- 
penings are freely discussed with 
him. 

On both obstetrics and gyne- 
cology there are five attending 
physicians assigned each month, 
one senior and four junior at- 
tendings. On obstetrics, dystocia 
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problems, Cesarean _ sections, 
mid-forceps and other problems 
in management are discussed 
with the attending on call. 

On gynecology each admission 
to the hospital is seen by both a 
junior and senior attending physi- 
cian within two or three days of 
admission. Again help is readily 
available when emergencies arise. 
Every major operative case is ap- 
proved for surgery by both a 
junior and senior attending. 

All deliveries on obsterics and 
all surgery on gynecology are 
done by a member of the house 
staff, under supervision of the 
attending staff. 


Gynecology 


An average of five or six pa- 
tients are admitted daily to the 
gynecological service. Each pa- 
tient has a history and physical 
examination performed by a 
fourth year medical student re- 
ceiving gyn training. The case 
and treatment of each patient is 
discussed with the student. 

Every patient admitted to the 
Bellevue gynecologic service is 
seen by the senior resident and 
resident. Impressions are re- 
corded and the patients are then 
assigned to one of four junior at- 
tendings and the senior attending 
by the resident. 

After the patients have been 
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examined by the attending they 
are scheduled for the surgery re- 
quired. At the present time the 
service is allowed three and one- 
half days a week operating time. 
The senior resident operates two 
days a week, the resident one day 
and the assistant resident usually 
does one patient per week. 

Following surgery and an eight 
hour stay in the recovery room, 
the patient is returned to the post- 
operative gynecological ward. 
Postoperative care is done by the 
senior resident, resident or assis- 
tant resident, two of whom make 
daily rounds on the ward. 

Care of other patients, or those 
awaiting surgery, is handled by 
the junior assistant resident work- 
ing in the dressing office that 
week. It is his job to make bed- 
side rounds on the 59-bed ward 
from which surgical cases are 
drawn. In addition the charts of 
their ward are reviewed each 
afternoon by all members of the 
resident staff available. 


The duties of the senior resi- 
dent, resident and assistant resi- 
dent include operative work, re- 
sponsibility for care of all pa- 
tients in the hospital, attendance 
at tumor and sterility clinics, and 
daily examination of all admis- 
sions from the preceding day. 


75 


hom 
rain- 
por: 
are 
men. 
are 
rs of 
addi- 
these 
plete 
resi- 
ither 
of six 
it in 
six 
nt in 
1 ob- 
rks in 
ief of 
uglas, 
>spon- 
ied of 
S aris- 
diag- Other duties 
ns in 
 hap- 
d with 
| 
gyne- 


The senior resident holds a 
weekly seminar for the fourth 
year medical students on the 
gynecological service, presents 
patients at a weekly conference 
held jointly with the senior resi- 
dent on obstetrics and presided 
over by the chief of service, a 
senior and junior attending physi- 
cian. In addition he schedules 
a series of weekly lectures given 
by various attending physicians 
on their particular interests in the 
field of obstetrics and gynecology. 

He is responsible for checking 
the charts of every patient dis- 
charged from the gynecological 
service and dictating all case rec- 
ords of particular interest. 

Other conferences held in 
gynecology include a_ weekly 
pathology conference presided 
over by the chief of service in 
which microscopic material of in- 
terest from the previous week’s 
surgery is presented and dis- 
cussed. 

A monthly conference for the 
entire department is held in the 
evening. Service statistics, two to 
three interesting case records 
from gynecology and obstetrics 
each, are presented by the senior 
resident. Constructive criticism 
by the attending staff follows 
presentation of the pathology. In 
addition a scientific paper is pre- 
sented. This is usually work done 
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by some member of the house or 
attending staff. 


Rounds 


Weekly bedside teaching 
rounds are made by the chief of 
service on Saturday morning. Pa- 
tients of interest are discussed 
with all house staff members. 

The obstetrical service is man- 
aged by a senior resident, a resi- 
dent, an assistant resident and 
four junior assistant residents. 
The senior resident has respon- 
sibilities for the clinical teaching 
of the fourth year medical stu- 
dents during their rotation on 
obstetrics. He is responsible for 
the smooth running of the serv- 
ice. In addition to instructing the 
students and junior assistant resi- 
dents, he or the other members 
of the resident staff are in at- 
tendance of all forceps deliveries, 
low or mid, and on all Cesarean 
sections. 

Mid-forceps and Cesarean sec- 
tions are done for the most part 
by the senior resident, resident 
and assistant resident. Low for- 
ceps are performed by the junior 
assistant resident under resident 
supervision. 

Weekly conferences are held 
on x-ray pelvimetry done on all 
midforceps cases and patients 
who have undergone Cesarean 
sections. Placentograms for sus- 
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pected placenta previa cases are 
reviewed here. This conference is 
held by a senior attending who 
has had many years experience 
with pelvimetric examinations. 

Daily bedside rounds on all 
patients are made by a member 
of the resident staff. A senior at- 
tending and the chief of service 
reviews interesting patients and 
management problems with the 
resident staff several times a 
week. 

A monthly perinatal mortality 
conference is held with the chief 
of service and resident staff and 
all fetal deaths are reviewed. 

Interesting patients, forceps 
deliveries and Cesarean sections 
are recorded by the senior resi- 
dent as is done on gynecology. 

In addition the senior resident 
holds weekly seminars with the 


house staff and medical students, 
and presents interesting patients 
at the monthly conference pre- 
viously mentioned. 

On gynecology the night work 
is done by a junior assistant resi- 
dent on admissions and a second 
man available for emergency 
work. 

In addition at night the service 
is covered by one senior resident 
and either a resident or an assis- 
tant resident. These two men 
cover both obstetrics and gyn- 
ecology for operative work, con- 
sultation service and emergencies. 

In summary it is felt that a 
municipal hospital, and Bellevue 
in particular, offers a unique op- 
portunity for obstetrical and 
gynecological training which 
these days is becoming harder to 
find. 


CLEVELAND METROPOLITAN 
GENERAL HOSPITAL 


Maurice Moss, M.D. 
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O sisinatty Cleveland City Hos- 
pital, but now under the auspices 
of Cuyahoga County, Cleveland 
Metropolitan General Hospital 
functions as the chief source of 
medical care for the indigent 
population of Greater Cleveland. 
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Dr. Moss graduated from 
Harvard Medical School in 
1953, took a straight 
Ob-Gyn internship at Johns 
Hopkins and a year's 
general surgical residency 
at Marymount Hospital in 
Cleveland. In July of this 
year he completed a three- 
year obstetrics and 
gynecology residency at 
Cleveland Metropolitan. 

In addition to private 
practice, the author plans 
to teach. 


These patients, for the most part, 
are Negroes. 

Approximately half of the 
medical students at Western Re- 
serve University receive their 
clinical instruction at this hospi- 
tal. For all practical purposes, 
there are no private obstetrical or 
gynecological patients—with the 
rare exception of an occasional 
house officer’s wife. 

This department accounts for 
fully half the patient charts 
(mothers and babies combined) 
in a hospital totalling approxi- 
mately 1000 beds. We deliver 
over 3500 babies annually, per- 
form over 275 major and 650 
minor gynecological procedures 
and see a total of 15,000 patients 
in the outpatient department. 
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Nevertheless, this department 
has not yet been accorded inde- 
pendent status, but continues to 
labor under the domination of the 
Department of General Surgery, 
which has succeeded in expro- 
priating half of the gynecological 
material. A committee of the 
medical school faculty is attempt- 
ing to establish an independent 
department under a full-time pro- 
fessor. 


Columnar 


The residency program is four 
years in duration and columnar 
in character with three men at 
each level. Hence, there are 
three chief residents, each spend- 
ing four months respectively on 
gynecology, obstretrics and re- 
search. Each is on call one night 
in three, and he is responsible for 
the entire service at that time. 

The senior visiting staff, in- 
cluding the chief of service, is all 
part-time. The junior visiting 
staff includes three full-time in- 
structors on teaching fellowships. 
Immediate consultation on prob- 
lem cases jis thereby rendered 
available at all times. 

The resident staff is accorded 
an unusual degree of independent 
responsibility. All surgery be- 
longs to the chief resident who 
usually distributes about half to 
his subordinates. The assistant 
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residents are instructed and as- 
sisted by the chief resident, so 
that all surgery is performed by 
or under the immediate super- 
vision of a chief resident. A 
visitant is present only on re- 
quest, except for unusual and ex- 
tensive procedures, such as radi- 
cal cancer surgery. No case is 
operated, however, without prior 
consultation with the visitant, 
usually at a special weekly session 
in the outpatient department. 

All admissions and surgery are 
then scheduled by the chief resi- 
dent. The Department of Gen- 
eal Surgery has limited our 
operating days to twice weekly. 
Accordingly, our operating 
schedule must be submitted to 
the chief resident in general sur- 
ery for final approval. 

The chief resident bears the 
sponsibility also for the prep- 
aration of the program for grand 
rounds held once each week. In 
addition, he presents the cases 
to the senior visitant on teaching 
rounds twice weekly. 


Duties 


The teaching duties in this 
position are manifold. They in- 
dude the standard obstetrical 
nanikin sessions for the medical 
tudents (twice weekly); all the 
lidactic lectures to the student 
turses; the practical clinical in- 
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struction of the medical students 
and house staff at the bedside, in 
the clinic, the delivery room, and 
the operating room. 

Particular attention is given to 
our rotating iterns who spend 
only six weeks on this service. 
Because we are allotted only two 
interns at a time, formal assign- 
ment to the gynecological service 
has been impossible. We try to 
compensate for this by sandwich- 
ing in as much exposure to gyn- 
ecology as is possible under these 
circumstances. This situation is 
fostered by a Department of 
General Surgery which believes 
that gynecology is not a bona fide 
specialty, and so merits little con- 
sideration in the assignment of 
the interns. 

There is considerable “paper 
work” in this position. This in- 
cludes preparation of the month- 
ly statistical reports for the serv- 
ice, review and signing of all 
charts on patients discharged 
(coding is done by the assistant 
residents), and submission of 
monthly performance reports on 
the assistant residents and in- 
terns. 


Nursing staff 


I have been asked to comment 
on our relations with the operat- 
ing room supervisor. I am re- 
minded of the time, during my 
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internship in Baltimore, when a 
visitor from England remarked, 
“It seems that operating theatre 
sisters are the same the world 
over!” In view of the difficulties 
which beset our operating room, 
particularly the shortage of ade- 
quately trained personnel and 
the physical limitations present, 
I should like to offer my compli- 
ments to Miss Sylvia Reed for 
her energetic efforts. 

The physical limitations in our 
delivery suite are even more try- 
ing. We have less than 1200 
square feet in which to function! 
This handicap has been over- 
come only through the prodigious 
efforts of our nursing staff, whose 
enthusiastic and energetic coop- 
eration have consistently meas- 
ured far and beyond the call of 
duty. I should like to avail my- 
self of this opportunity to express 
my deep appreciation to this 
superb group of women. 

I should also like to express 
our thanks and appreciation to 
our chief, Dr. Alwyn E. Bennett. 


For well over 25 years, Dr. Ben- 
nett has devoted a phenomenal 
measure of time and efforts to 
this service on a purely volun- 
tary basis, despite the demands of 
a busy practice. It has been my 
privilege to spend these four 
years under the tutelage of this 
extremely capable clinician and 
extraordinarily fine human being. 
The main problems faced by 
this service will never be resolved 
until we have achieved the estab- 
lishment of a fully independent 
and autonomous department of 
obstetrics and gynecology at 
Cleveland Metropolitan General 
Hospital, with a full-time chief 
of professorial rank at the helm, 
as is currently proposed. Only in 
this manner will we be enabled 
to discharge our duties in accord- 
ance with the established stand- 
ards of the American College 
of Obstericians and Gynecolo- 
gists.* 
* American College of Obstetricians and 


Gynecologists. Manual of Standards in Ob- 
Practice. March, 1959. p. 
12. 
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UNIVERSITY OF COLORADO 


MEDICAL CENTER 


James P. DeMetry, M.D. 


After receiving his M.D. 
from the University of 
Colorado in 1955, the author 
took a U.S. Navy internship. 
He then returned to the 
University of Colorado 
Medical Center for a 
residency in obstetrics and 
gynecology. He has pub- 
lished research papers in 
the fields of pediatrics 

and medicine. 


The final year of the residency 
program often comes as another 
plateau in medical training, 
another milestone in the develop- 
ment of the well-trained physi- 
cian, no matter what his specialty 
training. Throughout the years of 
residency training, each succes- 
sive step brings added respon- 
sibility. Finally the total respon- 
sibility of managing the service; 
which in my case is obstetrics 
and gynecology, rests upon the 
shoulders of the chief resident. 
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It is a fascinating experience, 
and one that I looked forward to 
ever since beginning my training 
at the University of Colorado un- 
der Dr. E. Stewart Taylor. 

In our program the chief of 
service turns over the entire re- 
sponsibility of management of 
the Ob-Gyn service to his chief 
resident; he does this in such a 
way that the chief resident may 
have full supervision while con- 
ducting the service and yet feel 
that his initiative is constantly 
being challenged, both clinically 
and administratively. This is a 
most important facet in the de- 
velopment of specialty training, 
and in many ways is the back- 
bone of residency training. 


Responsibilities 


The chief resident has many 
diversified activities. He must be 
responsible to the chief of service 
and the attending staff, and be 
responsible for the personnel un- 
der his direction: the residents, 
interns, medical students, nursing 
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staff, and the nursing school and 
its students. This is not all of the 
program by a long shot; in addi- 
tion, there are referring physi- 
cians who want their patients 
cared for, administrative person- 
nel who are vitally interested in 
the various aspects of total pa- 
tient care, the social service de- 
partment, and the hospital ad- 
ministrator and his ancillary 
services. 

This is a most brief summary 
of the responsibilities of the chief 
resident, but it serves to define 
the problems facing the chief 
resident of any service. 


Training 


Now let’s take a look at the 
training of the men coming up 
through the residency program. 
It is imperative that the chief 
resident instruct his staff of resi- 
dents and interns in all of the 
various aspects of patient care, 
with special emphasis on diag- 
nosis and treatment, for these are 
the men who will soon follow in 
his footsteps. In addition, these 
men must discharge their respon- 
sibility to those under them, the 
medical students, nursing staff, 
and nursing students. 

The ancillary services in the 
hospital must be properly em- 
ployed in order that the patient 
receives the best result possible 
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from current medical knowledge; 
this, too, although under the 
direction of the chief resident, is 
directly the concern of the resi- 
dent staff and their interns. 
Although we could further 
pursue this discussion in many 
ways, perhaps it would be of 
most interest to simply “spend a 
week” with the chief resident. 


Rounds 


Monday is always the busy 
day. The routines of the weekend 
are past, and again the activities 
throughout the hospital are build- 
ing up to a peak load. The day 
begins with working rounds on 
the wards, prior to the day’s 
surgery. The students are primed 
with all the details in each case, 
and these are presented to the 
resident and intern, under the di- 
rection of the chief resident. Pa- 
tients of special interest are dis- 
cussed after rounds, and details 
of the cases are elucidated for 
the medical students before going 
to surgery. 

The twenty-four hours of prep- 
aration for surgery culminate 
with the beginning of the first 
operation. The patient is put to 
sleep, preliminary preparations 
are made, the case is again briefly 
reviewed as the patient is re- 
examined under anesthesia, and 
further consultation with the at- 
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tending staff is sought if advis- 
able. Then the surgery is begun, 
under the supervision of the at- 
tending man in most instances, 
and the pertinent details of the 
procedure explained to the stu- 
dents on the case, in such a man- 
ner as to be instructive to all 
present. 

The immediate postoperative 
care is under the direction of the 
chief resident, although the junior 
resident assists the intern in the 
management of the details. After 
finishing the day’s schedule, the 
operative reports are dictated. 


Records reviewed 


On our service, the minor 
surgery is performed by the 
junior resident, under the direc- 
tion of the chief resident, and so, 
at the completion of the schedule, 
all the case records are reviewed 
and dictated. The Ob-Gyn resi- 
dent on pathology usually assists 
in all major operations and per- 
forms many of the minor pro- 
cedures and, in the course of the 
morning, gives current pathologi- 
cal reports to the chief resident. 

Our obstetrical service is under 
the immediate direction of a 
senior resident, who is directly 
responsible to the chief resident. 
Rounds are made on the obstetri- 
cal service in a manner similar 
to those of the gynecological 
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service, and problem cases are 
consulted upon in the early 
morning, before the senior resi- 
dent begins his duties in the OB 
clinic. After completion of the 
gynecological surgery and OB 
clinic, a short discussion of the 
problem cases in the house are 
again made by the senior resident 
and the chief resident. 


Conferences 


Afternoons are devoted to con- 
ferences for the residents, interns 
and students, and to gynecologi- 
cal clinics. The conferences are 
varied in content; some are of 
general specialty interest and 
others are directed to the student 
level. The clinics are conducted 
by the chief resident, a junior 
resident and an intern; some of 
the patients are examined by 
clerks who are then checked out 
by the attending staff or chief 
resident. 

Upon completion of the con- 
ference and clinic schedule, the 
chief of service has a short in- 
formal discussion period with the 
chief resident, at which time cur- 
rent problem cases and admin- 
istrative details are handled. 

Afternoon rounds are then in 
order. At this time the post- 
operative cases are reviewed, the 
next day’s surgery is discussed, 
patients are examined and prep- 
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arations for surgery made. In- 
dividual case management is dis- 
cussed with the junior resident 
and intern staff. 

This marks the end of the day, 
and usually, if all the consulta- 
tions for the other services are 
finished, the service is turned 
over to the house officer and in- 
tern on duty for the evening. 


Evenings 


Our house officers have night 
call on the average of every two 
or three nights during the week. 
This gives the house officer time 
for off-duty study and for his 
family. The chief resident re- 
mains on twenty-four hour call 
and is always available for im- 
mediate consultation on all ad- 
missions. 

This outlines the usual course 
of events in the weekly schedule; 
there are also special confer- 
ences, grand rounds, journal 
club, and nursing student discus- 
sion groups and lectures, all of 
which come under the direction 
of the chief resident. 


Then there are many other ac- 
tivities that may come up in a 
working day. The director’s of- 
fice calls seeking publicity in- 
formation on research activities. 
The operating room supervisor 
wants to alter the schedule or 
order new surgical instruments. 
Or a social service worker wants 
to have additional information 
about a patient, or the record 
room wants to check on the cod- 
ing of a diagnosis. The head 
nurse wants to schedule a discus- 
sion period for her staff regard- 
ing new procedures. .. . All 
these things are worked into the 
daily schedule. 

A fascinating and most inter- 
esting experience, another plateau 
in medical training, the respon- 
sibility and satisfaction of ac- 
tually running the service and 
therefore making the decisions— 
this is, in essence, what the year 
as chief resident adds up to. It is 
a year of gradual transition, a 
year in which you further equip 
yourself to give your patients the 
best of medical care. 


Resident Physician 


t 
t 
( 
\ 
) 
( 
r 
r 
[ 
é 
i 


Novi 


AN 

. Pa 
i 

84 = 


‘sician 


HAHNEMANN MEDICAL COLLEGE 
AND HOSPITAL 


Paul S. Copit, M.D. 


Dr. Copit is a graduate of 


the Temple University 


School of Medicine. In the 
summer of 1954 he began 
a residency in Ob-Gyn at 


the Hahnemann Medical 
College and Hospital, 
Philadelphia. His training 
was interrupted by two 
years’ service in the Air 
Force. Early in 1957, Dr. 


Copit returned to Hahne- 
mann, and served as chief 


resident with the 


Department of Obstetrics 
and Gynecology, complet- 


ing his training in June 
of 1959. 
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A residency with the Depart- 
ment of Obstetrics and Gyne- 
cology at the Hahnemann Medi- 
cal College and Hospital is a 
three year program of increasing 
patient responsibility, culminat- 
ing in the third year with the 
position of chief resident. The 
third year resident, together with 
the attending staff, is ultimately 
responsible for the medical and 
surgical disposition. of ward 
cases. 

A first year resident spends 
most of his time on the private 


service, except for three months 


in pathology and applied anat- 
omy and one month with 
the Anesthesiology Department. 
During this year, basic informa- 
tion and technique are acquired. 
Then, in the classic Halsted tradi- 
tion, the second year resident, 
working closely on the ward with 
the third year resident (chief 
resident), develops further re- 
finements in technique and sur- 
gical skill to prepare him to be 
the next chief resident. 
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The chief resident’s overall re- 
sponsibilities and his manage- 
ment of the Obstetrical-Gyneco- 
logical service will be considered 
under the following general head- 
ings: Ward Service Chief, Ad- 
ministration, Teaching. 


Ward service chief 


The chief resident is in charge 
of the ward service. Working di- 
rectly with him are the intern and 
junior ward resident, to whom he 
delegates appropriate responsibil- 
ities. This house team of physi- 
cians manages the ward service 
and conducts the gynecological 
outpatient clinics and the pre- 
natal clinic. 

Most service patients are ad- 
mitted to the hospital from the 
clinic. All routine elective ad- 
missions are authorized by the 
chief resident. Upon admission to 
the hospital, the house staff and 
the assigned medical student ex- 
amine the patient. After the gen- 
eral history and physical examin- 
ation, the admission work-up is 
completed by the pelvic examin- 
ation. Findings are discussed and 
a general plan of study and man- 
agement outlined. All admissions 
are seen by our attending staff 
and, in unusual or problem cases, 
by our chief of service, Dr. New- 
lin F. Paxson. The final specific 
course of therapy is based upon 


staff consultation and advice. 

Preparation of patients for 
operation is under the direction 
of the chief resident. He sched- 
ules the patients and discusses 
each operative problem with the 
anesthesiologist. In a brief dis- 
cussion with the operating room 
supervisor, the chief resident ar- 
ranges for the appropriate instru- 
ments, suture material, etc. 

Generally, the junior resident 
is assigned as first assistant in all 
major operations on service pa- 
tients. In many minor pro- 
cedures, the junior resident may 
be assigned as surgeon, with the 
chief resident assisting and in- 
structing. The junior ward resi- 
dent, assisted by the intern, man- 
ages most of the uncomplicated 
obstetrical cases. 

Difficult operative and other 
unusual obstetrical problems are 
managed by the chief resident, 
and the entire service is under his 
close supervision. It is of utmost 
importance that the chief resident 
be aware of each patient and that 
he follow her progress. 

The intérn is usually second 
assistant in the operating room. 
In the labor rooms and delivery 
rooms, he has the opportunity to 
follow closely the progress of 
labor and to deliver many of the 


normal patients. The chief resi- 


dent must at all times be cog- 
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nizant of the intern’s activity on 
the ward service, and should 
designate sufficient responsibility 
to stimulate initiative and inter- 
est. However, he should provide 
adequate supervision to insure 
the development of proper judg- 
ment and technique and maintain 
good patient care. 

Daily rounds by the house 
staff are conducted by the chief 
resident. In most instances the 
attending staff on ward service is 
in attendance. Grand rounds, 
which are made weekly by the 
chief of service, are for the entire 
house staff, attending staff on 
ward service, and the medical 
students assigned to their ob- 
stetrical and gynecological block. 
The chief resident alerts the floor, 
prepares the charts, requisitions 
X-rays and is, in general, respon- 
sible for the conduct of grand 
rounds. 

Ward gynecological and ob- 
stetrical consultations are an- 
swered by the attending staff on 
ward service. The chief resident 
is first notified of the consultation 
request. He then sees the patient 
and determines the nature of the 
problem and the degree of 
urgency. The staff physician is 
notified and a convenient time ar- 
ranged to answer the consultation 
officially. 

Hahnemann Hospital is a large 
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center-city hospital and, as such, 
receives a large share of acute 
emergency problems. Patients 
having suspected ectopic preg- 
nancies, abortions, acute inflam- 
matory problems, and other such 
emergencies are seen in the 
emergency rooms. Disposition of 
these patients often requires ex- 
perience and judgment. 

The senior residents usually 
are called by the Accident Ward 
intern to see these patients and 
arrange for the management of 
their problems. The accident 
room is an area where the pa- 
tient gets her first and often last- 
ing impression of the hospital 
staff. From a public relations 
standpoint, it is most important 
that all emergency obstetrical and 
gynecological cases be seen 
promptly and treated expeditious- 
ly. The chief resident is expected 
to maintain this type of service. 


Administration 


The Residency Training Com- 
mittee of the Department of 
Obstetrics and Gynecology at 
Hahnemann is composed of three 
senior members of the staff. The 
committee outlines and formu- 
lates the overall training program 
for each resident. The implimen- 
tation and execution of the pro- 
gram are responsibilities of the 
chief resident. 


The specific service assign- 
ment for each resident is incor- 
porated in the monthly duty 
schedule prepared by the chief 
resident. The schedule arranges 
for ward and private service cov- 
erage and is also the official night 
duty roster. Time off, as is re- 
quired occasionally for personal 
matters or unexpected illness, is 
also arranged by the chief resi- 
dent. 

The chief resident is the liaison 
resident between the Resident 
Training Committee and the Ob- 
stetrical-gynecological house staff. 
He is responsible to the commit- 
tee for the proper conduct of the 
residents in their respective train- 
ing capacities. 

Suggestions and advice by the 
committee are brought to the at- 
tention of the residents by the 
chief resident. Conversely, com- 
plaints and requests by the resi- 
dents are presented by the chief 
resident to the committee for its 
consideration. 

Occasionally, when the oper- 
ative schedule is unusually heavy 
or the delivery room extremely 
busy, the chief resident is called 
upon to mobilize the resident staff 
for the most efficient and ex- 
peditious patient management 
and staff assistance. 

At weekly staff conferences, 
conducted by the Chief of the 
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Department of Obstetrics and 
Gynecology, statistical data and 
important or unusual cases ar 
discussed. Here, the chief resi- 
dent is responsible for the prep- 
aration and selection of the data 
and the presentation of each case. 
Important medical and admin- 
istrative decisions made at these 
conferences are noted and ap- 
propriately carried out by the 
chief resident. 


Teaching 


The third year resident usually 
becomes a teaching fellow with 
the Medical School and, as such, 
participates in the teaching pro- 
gram. 

Junior and senior medical stu- 
dents work actively on the ward 
and private services during their 
obstetrical and _ gynecological 
block. A student is assigned to 
each new admission to the hos- 
pital. Histories are taken, and 
physical examinations performed 
by the assigned student are sub- 
sequently checked by the resi- 
dents. 

Pelvic examinations are made 
by the students with the house 
staff or attending staff present, 
and the findings, diagnosis and 
therapy are discussed. The stu- 
dents follow their respective pa- 
tients to the operating room. 
where they have the opportunity 
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to see and feel the abnormal tis- 
sues. All patients in labor are 
seen promptly upon admission to 
the hospital by the house staff, 
with the appropriate student in 
constant attendance and assisting 
the house staff with the delivery. 
In the outpatient department, the 
students interview and examine 
every patient with the resident 
staff. 

Thus, discussion and teaching 
at the bedside and in the out- 
patient clinics constitute an im- 
portant responsibility of the resi- 
dent staff, particularly those resi- 
dents in a senior capacity. 


Lectures 


Conferences relative to pa- 
tients are held daily by the at- 
tending staff for the junior and 
senior medical students. The 
residents select the case to be 
presented from the available 
ward and private service patients. 
The student assigned to the case 
selected is alerted, so that he may 
be prepared to present the signi- 
ficant history and physical find- 
ings. The conference represents a 
detailed case presentation and 
discussion, in which the residents 
actively participate. 

The nursing service, on occa- 
sion, calls upon the chief resident 
to lecture or participate in 
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demonstrations for the nurses in 
training. Here, too, there is much 
informal instruction by the resi- 
dents on the ward and private 
floors. 


Summary 


In summary then, a chief resi- 
dent at the Hahnemann Medical 
College and Hospital is respon- 
sible for the management of the 
Ward Obstetrical-Gynecological 
Service. By virtue of his training 
as a first and second year resi- 
dent, he is given the opportunity 
to perform all major obstetrical 
and gynecological surgery and to 
exercise his medical judgment, all 
under close attending staff super- 
vision. He is given the additional 
responsibilities of administration 
and teaching. 


Standard 


It is hoped that the training, 
experience and responsibility of 
the position of chief resident will 
enable the physician to develop 
and demonstrate those intangible 
qualities which are necessary for 
leadership. It is further hoped 
that he achieves during his train- 
ing at Hahnemann the under- 
standing and high standard of 
ethics which will insure his per- 
sonal success and provide inspir- 
ation to those who follow him. 


and 
1 and | 
S are 
resi- 
prep- 
data 
Case, 
dmin- ; 
these | 
1 ap- 
y the | 
. 
89 


EDWARD J. 


Dr. Fitzpatrick received his 
M.D. in 1955 at the 
University of Buffalo, 
Buffalo, New York. He took 
his internship at Mt. Saint 
Marys Hospital, Niagara 
Falls, New York, and in 
July of this year completed 
his residency in obstetrics 
and gynecology as chief 
resident at Edward J. Meyer 
Memorial Hospital, Buffalo, 
New York. 


a discussing the role our 
chief resident plays in managing 
our obstetrical and gynecological 
department, it is necessary to 
define the general organization of 
our department. The Edward J. 
Meyer Memorial Hospital is a 
county hospital with a capacity 
of approximately 1,000 beds. 
The vast majority of patients are 
staff service patients with ten 
percent being private staff cases. 

Our chief of service, Dr. Ed- 
ward G. Winkler, is assisted by 


James G. Fitzpatrick, M.D. 


MEYER MEMORIA 


13 attendings who limit them- 
selves to the practice of obstetrics 
and gynecology, and who are 
able to set aside sufficient time 
to guide our training and depart- 
ment. Those of us in the resi- 
dency program feel that our de- 
partment is an excellent example 
of successful management of an 
Ob-Gyn department by volun- 
tary part-time attending physi- 
cians. 

The attendings belong to vari- 
ous committees such as the Resi- 
dent Training Committee, Teach- 
ing Committee (medical  stu- 
dents), Photography Committee, 
Records Committee, etc. These 
physicians rotate on service to 
cover the ward work. 


Responsibility 

The chief resident is respon- 
sible to the chief of service 
through the resident committee 
of attendings. It is expected that 
he will supervise and see to it 
that requests of the attendings 
are carried out correctly and 
promply. He likewise is expected 
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to keep the resident committee 
apprised of the progress of the 
service and of any problems that 
may arise. 

The chief resident also carries 
some of the responsibility in ar- 
ranging the various departmental 
meetings. For example, our de- 
partment is active in presenting 
postgraduate courses to general 
practitioners. The chief resident 
arranges for clinical material, in- 
struments, x-rays, manikins, and 
any other necessary material. 

The primary responsibility of 
introducing new residents, interns 
and medical students to the de- 
partment is carried by the chief 
resident. He indoctrinates these 
new physicians on the organiza- 
tion of the department, explains 
their duties and responsibilities. 


Cooperation 


Perhaps one of the most im- 
portant roles which the chief resi- 
dent plays is that of fostering har- 
monious relations with the other 
departments of the hospital. With- 
out question, the efficiency and 
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success of a department depends 
in a large measure on its good 
rapport with other hospital per- 
sonnel. The chief resident rep- 
resents his department in various 
interdepartmental meetings and 
has a definite responsibility in 
seeing that his department co- 
operates as closely as possible 
with the other hospital depart- 
ments. When conflicts arise, he 
protects the interest of the depart- 
ment and attempts to work out 
satisfactory settlements. 

It is of utmost importance to 
maintain good relations with the 
operating room personnel. Thus, 
the chief resident must see to it 
that surgical patients are adequ- 
ately worked up prior to surgery, 
that residents are in the operating 
room on time for operations, and 
that other unnecessary delays in 
the operating room are elimin- 
ated. 

While discussing relations with 
the other groups, we should not 
forget the nurses. We quickly 
learned as medical students that 
nurses are quite essential, as im- 
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portant as “wonder drugs” in 
curing the patients. The chief 
resident can do much in fostering 
the feeling that the nurses play 
a major role in the hospital. He 
also can help solve the problems 
the nurses encounter in caring 
for the patients. 


Education 


One of the best aspects of our 
residency is its affiliation with a 
medical school; and it doesn’t 
take long to realize the tremen- 
dous advantages of a residency 
program in an active teaching 
hospital. The chief resident car- 
ries an important role in the edu- 
cation of the other residents, in- 
terns, medical students and 
nurses. 

Residents get much of their 
training from the residents just 
above them. The chief resident 
helps residents to develop their 
various surgical and obstetrical 
techniques. He assists in making 
out the various residency assign- 
ments. Since the chief resident 
is in such close contact with in- 
terns and medical students, he 
has a decided influence on their 
training. He supervises their 
work and sees that the work is 
evenly distributed among them. 

In our department we have a 
program of student conferences 
given by the attendings. The chief 


resident assigns a resident to each 
conference and it is expected that 
the resident be able to present the 
session, if necessary. 

In addition, the chief resident 
is expected to make daily ward 
rounds with his residents, medical 
students and attendings, at which 
time discussions of the various 
cases are held. 

Grand rounds are carried out 
each week. The chief resident is 
responsible for the organization 
of the material and preparation of 
the case presentations. He pre- 
sides over these conferences and 
as a rule bears the brunt of the 
constructive criticism usually 
made. 

Our floors are so organized 
that there are usually a junior and 
senior resident assigned to obstet- 
rics and gynecology. These resi- 
dents do the primary work in car- 
ing for patients. The chief resi- 
dent is responsible for the smooth 
functioning of both these services; 
he must keep up on all new ad- 
missions and personally follow 
any problem cases. 


Clinics 


Each day the chief resident, 
with the other residents, presents 
the new admissions to the attend- 
ing on service, who gives his 
recommendations on therapy. 
Being a county hospital, the 
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majority of our cases are service 
patients. The few private pa- 
tients admitted are followed by 
the respective residents. It is as- 
sumed that the chief resident as- 
sists the chief of service when- 
ever he has a delivery or operates. 

The general functioning of the 
clinics is also the responsibility of 
the chief resident. He assigns per- 
sonnel to the various clinics and 
makes sure that they are properly 
equipped. 

The surgical schedule is made 
up by the chief resident, subject to 
the approval of his attendings. 
He also designates who will oper- 
ate and who will assist. Major 
surgery is divided between the 
senior residents, while the junior 


residents perform minor surgery 
with the assistance of the older 
residents. 

There are several other areas 
in which the chief resident has 


responsibility. One is arranging 
the night schedule. Any problems 
which arise at night, such as 
primigravida breech, ectopic 
pregnancy, etc., are brought to 
the attention of the chief resident. 
Then he in turn consults the at- 
tending on service. 

Through the years our depart- 
ment has maintained elaborate 
case records. It is essential that 
these records be kept in proper 
fashion as they are important in 


November 1959, Vol. 5, No. 11 


evaluating the progress of our de- 
partment. At the end of each 
year, statistical summaries are 
compiled. 


Visual aids 


Our department, mainly 
through the interest of our chief, 
has accumulated a large number 
of visual aids, such as cameras, 
projectors, etc. The chief resi- 
dent usually is the one who 
teaches the other residents to use 
this equipment. He is also ex- 
pected to see that it is kept in run- 
ning order. We jokingly say that 
you cannot finish your residency 
unless you are an expert in run- 
ning a tape recorder, camera and 
movie projector. 

In recent years our depart- 
ment has developed an active re- 
search program. Several of the 
projects require clinical material 
and the chief resident helps to 
coordinate this material with the 
projects. He also can be an im- 
portant influence in the encour- 
agement of the younger residents 
to develop research projects. 

The responsibilities and duties 
of a chief resident in our depart- 
ment are many. By carrying 
them out in a_ conscientious 
fashion, the resident will better 
prepare himself for the demands 
and responsibilities of private 
practice. 
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and you’re asking for trouble. 


D. what you’re qualified to do, 
refer what you’re not, and seek 
consultation when you're in 
doubt. 

Admittedly, this is an over- 
simplified statement of the phy- 
sician’s responsibility to his pa- 
tient and to his profession. It 
does, however, highlight the in- 
creased spirit of teamwork which 
today characterizes the trend in 
private medical practice. 

The consultation is a funda- 
mental tenet of sound medical 
practice, a fact accepted .by the 
majority of the modern genera- 
tion of physicians. 

They recognize the importance 
of a “second opinion” and ap- 
preciate the fact that their own 
abilities have certain limitations. 

Yet, few newly-practicing doc- 
tors handle their referrals and 
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How to Handle Referrals 


Here is a guide to the four vital elements 
of referrals. Neglect any one of these 


Terry S. Vincent, M.D. 


consultations in a_ professional 
manner, thoroughly, and with 
care for the many details in- 
volved. 

The consultation has four dis- 
tinct elements. Each is of vital 
importance. 

© choosing the consultant 

® preparing the consultant 

© preparing the patient 

© follow up 

Let’s see how these four fac- 
tors are handled in actual prac- 
tice. 


Choice 


When the physician decides 
that consultation is necessary, the 
patient is of course informed 
immediately. 

Where possible, the patient is 
also given the right to enter into 
the selection of the consultant. 
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To assist the patient in choos- 
ing a fully competent doctor, the 
physician may suggest two or 
three possible consultants in 
whom he has confidence. As a 
practical matter, most patients 


will be guided by your prefer- 
ence. 


Occasionally, your patient will 
have a friend or relative who 
recommends a particular special- 
ist. Even if you feel that your 
patient would be better off with 
another consultant, you must be 
careful not to specify your mis- 
givings to your patient. 

However, by adopting an atti- 
tude of non-commital ignorance 
of the abilities of the recom- 
mended specialist, you automati- 
cally invite your patient to re- 
consider your suggestions. 

Remember, you are obligated 
to help your patient select the 
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best possible consultant for his 
particular illness. You may men- 
tion convenience, personalized 
service, special training, reputa- 
tion, and you should be explicit 
in detailing the proved compe- 
tence of your suggested choice. 
Generaily the latter will influence 
the patient’s choice to a consid- 
erable degree—that, and his con- 
fidence in your judgment. 


The patient must be prepared 
for his visit to the consultant who 
will most probably be a stranger 
to him. This will avoid wasted 
visits and misunderstandings. 

Explain to the patient what is 
going to happen to him, what 
preparation is usually necessary 
for certain procedures, and how 
much time is to be devoted to 
the consultation. 
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Prepare, the patient for the 
consultant’s fee; do not neglect 
the related cost of laboratory or 
x-ray procedures that may result 
from the consultation. 


Required 


Where a consultation is re- 
quired by hospital rule, such as 
a neurologic consultation in a 
head injury, the patient may not 
be conscious, and will never ac- 
tually see the consultant. Yet the 
consultant will have rendered an 
invaluable service for which he 
should be paid. Be sure to in- 
form the patient that such is re- 
quired by hospital rule. The 
patient will then be prepared for 
the consultant’s separate bill. 
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The physician does not aban- 
don his patient when the consult- 
ant has been named. Instead, he 
tries to anticipate as many ques- 
tions of cost and procedure as 
possible and to ready 
the patient by provid- 
ing answers. 

Just as the patient 
must be prepared to 
meet the consultant, 
so must the consult- 
ant be prepared to 
meet the patient. 

The wise practitioner 
gives the consultant at 
least five things: 

¢ The complete history of the 
patient. 

e All reports on laboratory or 
x-ray work. 

e Any tentative diagnosis the 
referring doctor has made. 

@ Whatever facts the special- 
ist should know about the pa- 
tient’s financial status. 

e Informs the consultant 
whether he is to take over treat- 
ment or advise as to diagnosis 
and treatment. 


Simple rules 


If you will follow these five 
simple rules in each consultation, 
you and the consultant will be 
members of a team, not competi- 
tors in a guessing game. 
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Nor will there be any mis- 
understanding as to the roles of 
both physicians in the care of the 
patient. Where practicable, a pre- 
liminary letter to the consultant 
outlining these points is very 
much in order. 

The aftermath of a referral be- 
tween two doctors can be the be- 
ginning or the end of a close 
professional relationship. The 
test comes when the patient is 
returned to his personal physi- 
cian. 

First the consultant should not 
expect the personal physician to 
be satisfied with an oral report of 
the consultation. Oral reports in- 
vite gross misunderstanding. 

If there is urgency, the con- 
sultant may phone the referring 
doctor, briefly outline his find- 
ings and recommendations, and 
state that a letter in full detail is 
to follow shortly. 

The written report puts no 
strain on the memory, may be 
read at leisure, is much easier to 
grasp, and can be preserved and 
referred to again and again. 

What should the consultant tell 
the patient? If he assures the 
patient that his condition will im- 


prove, he violates the ethics of 
his profession. No doctor can 
guarantee a cure. Thus the con- 
sultant should say nothing to the 
patient that in anyway might be 
construed to mean the patient’s 
recovery was guaranteed. 

If the consultant makes no 
change in the treatment, the pat- 
ient may feel that he is ending 
up where he was before. From 
his point of view, he has paid for 
a consultation which has gained 
him nothing. 

But if the consultant recom- 
mends a change in therapy, it may 
seem to the patient that the pre- 
vious treatment was wrong. This 
may tend to damage the personal 
physician’s worth in the patient’s 
eyes. 

Thus, through a careful ex- 
planation, the consultant must ac- 
complish the dual purpose of 
justifying the consultation while 
not impairing the confidence of 
the patient in the referring physi- 
cian. 

For a definition of the ethics 
involved in the relationship be- 
tween consultant and referring 
physician see the AMA “Prin- 
ciples of Medical Ethics.” 
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National Jewish Hospital, Denver, Colo. 


- 13113: A 48-year-old 
Spanish-American male, was ad- 
mitted to the National Jewish 
Hospital on November 18, 1957. 
Past History: No previous illness. 
Occupational History: A black- 
smith and mechanic. 

Present Illness: In March 
1957, the patient developed a 
respiratory infection with a 
cough, but in spite of this he con- 
tinued to work. Although he was 
treated at home with medica- 
tions unknown to us, he con- 
tinued to lose weight. During the 


ysiciam MONTHLY FEATURE 


linical 


Pathological 


summer, he developed persistent 
hoarseness. In September, he 
consulted a physician who recom- 
mended some “cough medicine.” 
Two weeks prior to the National 
Jewish Hospital admission, he 
was hospitalized in his home 
community where a presumptive 
diagnosis “of pulmonary tuber- 
culosis was made. The patient at 
the time was troubled with severe 
pain in the distal portions of both 
lower extremities. Four days 
prior to transfer to National 
Jewish Hospital he expectorated 
some blood. 
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Physical examination 


Patient was a marasmic, weak, 
somewhat cyanotic Spanish- 
American male who was raisirig 
blood-tinged sputum. Tempera- 
ture on admission: 99.2°F; res- 
piration: 18 per minute; pulse: 
132 per minute; blood pressure: 
130/90 mmHg. 

There was a clearly demar- 
cated bluish area involving the 
toes of the left foot. Numerous 
petechiae were observed over the 
body. An absence of the lunate 
areas of the fingernails was ob- 
served. An indurated, painful 
swelling was noted on the dor- 
sum of the left hand. There was 
evidence of poor oral hygiene, 
and an ulcerated area was noted 
in the right buccal mucosa. No 
respiratory motion was observed 
in the inferior portion of the right 
chest. A decrease in the intensity 
of the vocal fremitus and the 
breath sounds in the right chest 
was noted. Cavernous breath 
sounds were heard in the right 
apex. There were no significant 
cardiac or abdominal findings. 


Laboratory 

X-rays of the chest: To be dis- 
cussed later. Hemoglobin: 7.9 
gm %. White count: 10,000. Dif- 
ferential: 92% Polys; 8% Lym- 
phocytes. Hematocrit: 25%. 
Sedimentation rate: 68 mm per 
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hour. Clotting time: 8 minutes, 4 
seconds. Platelets: very numer- 
ous. Urine: Specific gravity, 
1.014; reaction, pH 5; sugar, 
negative; albumin, + +; acetone, 
negative. 

Microscopic examination re- 
vealed pus cells, granular casts 
2/hpf, rbc’s 75/hpf. Fasting 
blood sugar: 56 mg %. Protein: 
5.5 gm %. Albumin: 2.5 gm %. 
Globulin: 3.8 gm % . Cholesterol: 
95 mg %. Stools for occult blood: 
negative. Culture of sputum for 
common pathogens revealed a 
predominance of hemolytic 
staphyloccoccus aureus coagulase 
positive, few neisseria, rare alpha 
streptococci. 


Hospital course 


At no time during the course 
of hospitalization did his fever 
rise over 101°F. Skin tests with 


tuberculin, histoplasmin, blas- 
tomycin, and coccidioidin were 
reported as being negative. Six 
blood cultures were obtained 
prior to death. A culture of the 
sputum for fungi revealed none. 
A culture of the stool revealed E. 
coli only. On the day of admis- 
sion, treatment was started with 
aqueous penicillin, 500,000 units 
intramuscularly every four hours. 
He was also treated with the 
following anti-tuberculous medi- 
cations: PAS, 10 gms a day, 
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Figure |. Chest x-ray taken 
on the day of admission. 


streptomycin, 1 gm a day, INH, 
700 mg or 16 mg/kg daily, and 
pyridoxine, 100 mg a day. 

The patient refused to permit 
us to do a left paravertebral 
block or a bone marrow biopsy. 
During the latter part of his hos- 
pitalization, he had to be re- 
strained in order that the therapy 
could be continued. The penicillin 
was continued until November 
21, at which time he was placed 
upon Erythromycin, 2 gm and 
chloromycetin, 2 gm daily. The 
antituberculous therapy was con- 
tinued as described. At the time 
of his death on the fourth hos- 
pital day, the patient had a gen- 
eral increase in the number of 
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Figure 2. X-ray taken two days later 
shows an extension of the process. 


petechiae present, and the spleen 
was palpable. Exodus was the re- 
sult of a massive pulmonary 
hemorrhage. 


Discussion 


Dr. IrRvING Kass, Assistant 
Medical Director, Chief of Medi- 
cine, National Jewish Hospital at 
Denver, and Assistant Clinical 
Professor of Medicine, University 
of Colorado School of Medicine: 
This interesting case will be 
discussed by Dr. Jorge B. Mar- 
tinez, Chief Resident on the Non- 
Tuberculous Chest Service. 

Dr. MARTINEZ: Before pro- 
ceeding with my analysis of the 
protocol, I would like to ask Dr. 
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Figure 3. Final x-ray shows an almost 
complete involvement of both lung fields. 


Morris Levine (Radiologist at 
National Jewish Hospital) to re- 
view the x-rays. 

Dr. LEVINE: An x-ray of the 
chest taken on November 19, 
1957 revealed the heart and great 
vessels to be within normal 
limits. There was a large cavity 
in the right lower chest. Marked 
exudative reaction was present in 
the left mid-zone, and in the pec- 
toral segment of the right upper 
lobe. There appeared to be a cav- 
ity close to the right cardio- 
phrenic angle (Figure 1). A film 
taken on November 21, 1957 
showed a marked extension of the 
process in both lung fields, par- 
ticularly in the right upper lobe 
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and toward the left apex (Figure 
2). The last film taken on No- 
vember 22, 1957 showed a fur- 
ther increase in the process in 
both lungs so that almost the en- 
tire lung field on both sides 
showed involvement (Figure 3). 

The rapidity of spread indi- 
cated that an acute fulminating 
inflammatory process could be 
present. Fungus infection as well 
as multiple bilateral vascular oc- 
clusions by emboli also merit 
consideration. 


Negative test 


Dr. MARTINEZ: At the time of 
admission to National Jewish 
Hospital, the referring physician 
felt that this person was suffering 
from tuberculosis. It was my feel- 
ing that the patient probably did 
not have active pulmonary tuber- 
culosis because of the negative 
skin test. Unless there was an as- 
sociated condition which gave 
rise to skin anergy, such an over- 
whelming sepsis, Hodgkin’s di- 
sease, sarcoidosis, agammaglobu- 
linemia, a negative tuberculin 
skin reaction suggests that the 
person never had or does not now 
have a tuberculous infection. 

The strength of the tuberculin 
skin test used was 1:1000 (phenol 
soluble fraction of old tuberculin 
equivalent to 10 T.U.). We do 
not use greater concentration of 
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in oral penicillin therapy 


the speed of action you want 


the reliability you need 


In recent studies involving 107 subjects, effective penicillin 
blood levels were consistently produced within 15 minutes after 
administration of oral potassium penicillin V. Peak levels were 
obtained within a half-hour. Even after two hours, effective 
penicillin blood levels still persisted in every subject. At four 
hours, demonstrable blood levels existed in 93 per cent of 
subjects.!* 


PEN-VEE K may be prescribed for 
all infections responsive to oral penicillin 
... and even many usually treated with parenteral pencillin 


Liq 


SERUM CONCENTRATIONS—ORAL AND PARENTERAL PENICILLIN 
5.0 


| 


9 Potassium penicillin V, 250 mg. (400,000 units) 
—one tablet. Average of 40 fasting subjects. 


Procaine penicillin G (600,000 units)— 
28 oo one injection. Average of 10 subjects.’ 


. 


Penicillin Units 
per Milliliter Serum 


Hours after Administration 


1. Peck, F.B., Jr., and Griffith, R.S.: Antibiotics Annual 1957-1958, Medical 
Encyclopedia, Inc., p. 1004. 2. Wright, W.W., and Welch, H.: Antibiotic Med. 
5:139 (Feb.) 1958. 3. White, A.C., et al.: Antibiotics Annual 1955-1956, 
Medical Encyclopedia, Inc., p. 490. 
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The antibiotic that is prescribed most often for com- 
mon bacterial infections... 


penicillin 


In a form that produces high penicillin blood levels 
rapidly and reliably... 


potassium penicillin V 


In two dosage strengths and preparations to assure 
acceptance by patients... 


PEN: VEE°K 


Liquid: Penicillin V Potassium for Oral Solution; Tablets: Penicillin V Potassium, Wyeth 


flexibility of dosage form and high potency 
assure acceptability of full therapeutic 
dosage 


SUPPLIED: Liquid: raspberry-flavored, 125 mg. 
(200,000 units) per 5-cc. teaspoonful; peach-flav- 
ored, 250 mg. (400,000 units) per 5-cc. teaspoonful. 
Supplied as vials of powder to make 40 cc. Tablets: 
125 mg. (200,000 units) and 250 mg. (400,000 
units) in vials of 36. 


TABLETS 


® 
Philadelphia 1, Pa. 
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O.T. for skin testing because the 
absence of response to 1:1000 
O.T. usually rules out typical 
tuberculous infection. 

At our institution the presence 
of non-specific skin anergy is de- 
termined by injecting codeine in- 
tracutaneously. One-half grain of 
codeine is dissolved in 30 cc of 
water, and 0.1 ml of this solution 
is injected intracutaneously. If 
the skin is not anergic, a wheal 
will appear within ten to fifteen 
minutes at the injection site. Un- 
fortunately, this test was not per- 
formed on this patient. 

Having ruled out tuberculosis 
as a likely diagnosis, the question 
then arose as to what other di- 
sease entitites should be consid- 
ered. Fungus disease can certain- 
ly mimic tuberculous infection, 
and definite cavitation is not un- 
common in cases of chronic his- 
toplasmosis and coccidioidomy- 
cosis. The absence of fungi in 
the sputum as well as a negative 
skin test for histoplasmosis, 
coccidioidomycosis, and blasto- 
mycosis tend to exclude these 
conditions. Although the signifi- 
cance of a negative skin test in 
fungus infection is not as well 
documented as in tuberculous in- 
volvement, it is my feeling that 
the skin test findings have about 
the same significance in both en- 
tities. 
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Certain “collagen diseases,” 
particularly periarteritis nodosi, 
have been described as giving this 
clinical picture. The increased rei 
cell sedimentation rate, revers 
of the A/G ratio might be con- 
sistent with this diagnosis. How- 
ever, the lack of any eosinophilia, 
hypertension, and a fairly normal 
white count tend to negate this 
diagnosis. 


Pathogens 


Tucked away in the protocol 
are the following statements: A 
culture of the sputum for com- 
mon pathogens revealed a pre- 
dominance of hemolytic staphylo- 
coccus aureus, coagulase positive, 
few neisseria, and rare alpha 
streptococci. A culture of the 
stool revealed only E. coli and 
the blood cultures prior to the 
patient’s death showed no 
growth. 

Is the large number of staphy- 
lococci in the sputum of any sig: 
nificance? I feel that an affirma- 
tive answer is indicated. Although 
the organisms commonly en- 
countered in the lower respira- 
tory tract in health and disease 
are alpha-hemolytic streptococci, 
neisseria, and sometimes a few 
staphylococci, it is rare for one 
to find a predominance of co- 
agulase positive, hemolytic 
staphylococcus aureus in_ the 
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sputum without attaching some 
significance to their presence. 
The coagulase activity suggests 
that they are pathogenic organ- 
isms. 

The case history was that fre- 
quently observed in pulmonary 
staphylococcus. The patient de- 
veloped a respiratory infection, 
followed by a cough. He did not 
respond to therapy and began to 
lose weight. Usually the onset of 
a staphylococcic pneumonia is 
associated with bronchitis, in- 
fluenza, malnutrition, diabetes, or 
asthma. If the pneumonic episode 
is not rapidly fatal, then a chronic 
course with remittent fever, ab- 
scess, and sometimes empyema 


follows. Statistically, abscess for- 
mation is most apt to occur in 
staphylococcic, streptococcic, and 
Friedlander’s pneumonia. 


Underlying diseases 


A disturbed sensorium ranging 
from mild confusion and dis- 
orientation to episodes of psycho- 
iis is frequently observed and 
was observed in this case. It is 
far more common to obtain posi- 
tive blood cultures if the lung 
lesions are secondary to bacterial 
spread from another site. Under- 
lying diseases associated with 
micrococcal bacteremia are: car- 
buncle; furuncle; cellulitis; leu- 
kemia or lymphoma; pyelon- 
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ephritis; lupus erythematosus; 
osteomyelitis; multiple sclerosis; 
metastatic carcinoma; diabetes 
mellitus; dermatitis herpetifor- 
mis; pemphigus; puerperal sepsis; 
periarteritis nodosa; suppurative 
pylephlebitis; aplastic anemia; 
multiple myeloma; chronic ulcer- 
ative colitis; erythroblastosis 
fetalis; fibrocystic disease; infan- 
tile diarrhea; exfoliative derma- 
titis, and urethral obstruction. 

The negative stool and blood 
cultures in this case suggested 
that the infection was primarily 
in the lung and ruled out in part 
the need to conduct a vigorous 
search for or discussion of a pri- 
mary source of infection in 
another organ. 

It is difficult to explain some 
of the vascular findings except 
that as the organism multiplies 
locally it produces coagulase and 
toxins. Presumably, the coagulase 
diffuses into the surrounding tis- 
sues and accounts for the local 
vascular thrombosis. Abscesses 
and eventual excavation with 
cavitary formation can be at- 
tributed to the toxins. - 


Asphyxia 


Death in this case probably 
was similar to that observed in 
cavitary pulmonary tuberculosis. 
Most likely an aneurysmal dilata- 
tion of a vessel in the cavity wall 
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Figure 4. Lung. 


ruptured and the patient died of 
asphyxia. 

There is one other clinical 
finding worthy of comment. The 
patient had no nail moons. If one 
is not too bold, could these find- 
ings postulate some pituitary dis- 
turbance? The fingers, particu- 
larly in a hypopituitary status or 
state have been described as tap- 
ered and the nail moons, except 
for the thumb are lost. — 

In summary, I feel that this 
patient did not have pulmonary 
tuberculosis, but that he did have 
multiple lung abscesses of staphy- 
lococcic origin, and that he died 


as the immediate result of 
asphyxia secondary to a massive 
hemorrhage. 

Dr. Denst, Pathologist, Na- 
tional Jewish Hospital, Associate 
Professor of Pathology, University 
of Colorado School of Medicine: 
The body was that of a rather 
wasted Spanish-American man, 
five feet, eight inches in height 
and weighing 101 pounds. 
Petechial hemorrhages were pres- 
ent on the right leg and under 
the nail of the right ring finger. 
The anterior portion of the left 
foot was discolored blue. 

The right lung weighed 1370 
gm. The interlobar fissures were 
obliterated by fibrous adhesions, 
and the pleura of the posterior 
aspects of the lower lobe was 
thickened, gray, and adhesion- 
covered. The apex of the lower 
lobe was occupied by a cavity 
which measured 6 x 6 x 5 cm and 
broadly communicated with the 
(apical) segmental bronchus. The 
cavitary lumen contained a little 
thin bloody fluid and soft red 
clot, but only a trace of purulent 
fluid coated the lining (Figure 4). 

A broad zone of firm, yellow- 
gray parenchyma surrounded the 
cavity. The lining of the cavity 
was rough, firm, and dry, blend- 
ing without demarcation with the 
surrounding pneumonic consoli- 
dation. The principal arterial 
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Figure 5 (Left). Wall of abscess showing fibro- 
sis and exudate in lumen. X60 Figure 6 (Below) 
Chronic pneumonia about the abscess show- 
ing organized exudate and giant cells. X65. 


branches were probed into the 
wall of the cavity, where they 
appeared to be obliterated. Three 
similar, but smaller, satellite ab- 
scesses measuring from one cm 
to 3.5 x 3 x 2 cm were seen, the 
largest being in the anterior seg- 
ment of the upper lobe. 


Microscopicaily 


The left lung weighed 1310 gm, 
and exhibited some apical pleural 
adhesions. There was a 1 cm, 
partly excavated yellowish con- 
solidation in the apical segment. 
The parenchyma elsewhere was 
severely congested. 

The abscesses contained a thin 
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zone of purulent exudate in 
which Gram-positive cocci were 
observed. The wall consisted of 
granulation tissue and rather 
dense fibrous connective tissue 
(Figure 5). The parenchyma was 
no longer discernible, and there 
was a marked interstitial fibrous 
thickening with infiltrations of 
lymphocytes, plasma cells, and 
occasional fields with multi- 
nucleated giant cells (Figure 6). 
In many places, the alveoli were 
distended with fibrin, poly- 
morphs, and mononuclear cells 
in varying proportions. 

Small patches of coagulation 
necrosis were present. A careful 
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Figure 7. Severely damaged 
renal glomerulus. X140. 


search of sections stained by the 
Ziehl-Neelsen stain and periodic 
acid-Schiff methods did not dis- 
close tubercle bacilli or fungi. No 
granulation lesions were ob- 
served in the lymph nodes. 

The kidneys, together, weighed 
275 gm, and grossly they ap- 
peared to be normal. Scattered 
glomeruli, however, exhibited 
one or more necrotic, capillary 
loops, with or without adherence 
to the capsules. A rare glomeru- 
lus (Figure 7) was completely 
necrotic. The majority of the 
glomeruli were normal with a few 
lymphocytes and plasma cells 
limited to the stroma about the 
altered glomeruli. Special stains 
did not reveal microorganisms. 
The proximal convoluted tubule 
possessed flattened epithelium. 

Another interesting micro- 


scopic feature was the presence 
of rather heavy, patchy, and peri- 
vascular infiltrations of lympho- 
cytes and plasma cells in the pos- 
terior lobe and intermediate lobe 
of the pituitary gland. 


Anatomic diagnoses 


The heart weighed 265 gm, 
and was not remarkable. An 
acute ulcer was present in the 
glottis. The gangrene remained 
unexplained. The principal an- 
atomic diagnoses were: 

e Abscess, lung, 
staphylococcical. 

© Hemorrhage, from pulmon- 
ary abscess. 

© Ulcer, glottis, acute. 

Nephritis, glomerular, focal 
embolic type. 

¢ Inflammation, chronic, pos- 
terior lobe of pituitary gland. 

© Gangrene, foot, cause unde- 
termined. 

Dr. Kass: Was the pulmonary 
abscess primary? 

Dr. DENsT: Evidence of a 
previous cutaneous infection or 
aspiration was absent in the his- 
tory, and bacterial endocarditis 
or other possible primary sources 
of bacteria were not found at the 
autopsy. The abscesses appeared 
to be a sequel of a chronic pnev- 
monic reaction. In some areas 
the parenchymal exudate ap- 
peared to be more recent with a 
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larger fibrous component. Bac- 
teria were not found in tissue 
sections except in the thin 


The chemotherapy probably was 
effective, at least to some extent, 
in the eradication or suppression 
of the bacterial proliferation in 
the tissues and in promoting the 
walling-off of the cavities. 


Bacteremia 


The hypophysitis and renal 
glomerular lesions indicated that 
a bacteremia had been present. 
One may speculate, that without 
antimicrobial therapy, hemato- 
genous renal abscesses would 
have developed. Of course, it is 
impossible to say that the organ- 
isms in the cavity were staphylo- 
cocci solely on the basis of their 
morphology (Figure 8), but ex- 
cretion of large number of 
staphylococci in the sputum, ab- 
ence of other organisms in the 
issue, and negative skin tests for 
uberculosis and fungi, substan- 
liate this conclusion. 

RESIDENT: Would you discuss 
the treatment of a staphylococcal 
pneumonia? 

Dr. Kass: Prior to the advent 
if penicillin, the overall mortality 
late accepted by most investi- 
sators for micrococcal bacteremia 
was about 75 percent. By 1945, 
ess than 30 percent of the 
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pyogenic membrane of the cavity.” 


patients with staphylococcemia 
died. Clinical experience in the 
years following 1948 revealed 
that the mortality in hospitalized 
cases of staphylococcal sepsis had 
risen to 50 percent or higher. By 
1955, more than 70 percent of 
all strains recovered from hos- 


Figure 8. Organisms in abscess. 
Gram-picric stain. X800. 


pitalized patients failed to be in- 
hibited by penicillin in vitro. 

As the other antibiotics have 
been introduced, resistance to 
their use has also increased. For 
example, in 1956 more than 50 
percent of the staphylococcal 
strains recovered from human in- 
fections were markedly resistant 
to both erythromycin and the 
tetracyclines. 

Drug susceptibility and mouse 
pathogenicity tests were per- 
formed on the staphylococci iso- 
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lated from this patient’s sputum. 
Dr. Middlebrook, would you like 
to discuss the results of these lab- 
oratory tests? 

Dr. MIDDLEBROOK, Director of 
Research and Laboratories, Na- 
tional Jewish Hospital, Associate 
Professor of Microbiology, Uni- 
versity of Colorado Medical 
School: The coagulase positive 
staphylococci isolated from the 
sputum of this patient proved to 
be highly susceptible to all the 
common antimicrobial agents, in- 
cluding the penicillin and erythro- 
mycin that were used in treat- 
ment. It is routine practice in our 
clinical bacteriology laboratory 
to perform penicillin susceptibil- 
ity tests on staphylococci, first by 
the filter paper disc technique on 
solid agar plates. Then, if peni- 
cillin susceptibility is clearly 
evident by this technique using 
the one unit disc, a high degree 
of penicillin susceptibility is as- 
sumed. 


Strain 


However, if penicillin resis- 
tance is indicated by the 10 unit 
paper disc method, it is not 
necessarily assumed that the 
strain might not be affected by 
high dosage, intensive penicillin 
treatment—of the order of 5 to 
20 million units per day—until a 
tube dilution penicillin suscep- 
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tibility test has been performed 
with an inoculum of not mor 
than 10° bacterial cells per nj 
of medium. Inasmuch as peni- 
cillin resistance of staphylococci 
is almost invariably attributable 
in practice to penicillinase pro- 
duction, and inasmuch as peni- 
cillinase is adaptively produced, 
we believe it is often possible to 
effect a definite chemotherapeutic 
response by initial administration 
of large doses of penicillin, even 
in the face of a laboratory report 
of penicillin resistance when large 
inocula are employed in the test 
procedures. 

Unfortunately, this approach 
does not work well under cir- 
cumstances which usually prevail 
in a general hospital: the patient 
usually comes into the hospital 
already under treatment with 
doses of penicillin which are en- 
tirely ineffective, only having in- 
duced penicillinase production. 
At our institution, however, the 
administration of penicillin can 
be more readily controlled; it is 
uncommon practice to initiate 
penicillin treatment without care- 
ful preliminary laboratory tests. 

In this case we were treating a 
highly susceptible strain of 
staphylococci, and I think it is 
fair to assume that the staphylo- 
coccus infection per se (not 
necessarily the pathologic te- 
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sponse which had already been 
given to the subacute staphylo- 
coccis) was controlled before the 
patient’s death. Indeed, I be- 
lieve Dr. Denst’s histopathologic 
studies bear this out. I have been 
wondering whether or not there 
is any relationship in this case 
between the fatal pulmonary 
hemorrhage and staphylococcal 
fibrinolysin production, the ac- 
tion of which would not be in- 
terrupted by effective antimicro- 
bial therapy. This strain produced 
fibrinolysin and it was normally 
pathogenic for the mice on intra- 
peritoneal inoculation. 


Agents 

Dr. Kass: The clinician now 
has the following antimicrobial 
agents to inhibit the growth of 
micrococcus pyogenes var. aureas 
and albus: penicillin, chlor- 
amphenicol, erythromycin, novo- 
biocin, streptomycin, tetra- 
cyclines, vancomycin, and risto- 
cetin. An encouraging note, in 
vitro at least, is that resistance to 
the last two drugs develops 
rather “slowly.” 

When strains of micrococcus, 
freshly isolated, are inhibited by 
1 mcg or about 1.6 units of peni- 
cillin per milliliter, then sustained 
use of penicillin alone will most 


likely control the bacteremia. 


When penicillin is not used it 


would be best to use effective 
dosages of two or more anti- 
biotics with in vitro studies indi- 
cating that they possess effective 
antistaphylococcal activity. For 
example, chloramphenicol, al- 
though not highly active against 
staphylococcus, has a remarkable 
inhibiting effect on the selection 
of erythromycin-resistant staphy- 
lococci during exposure of such 
organisms to the combination in 
vitro. Although not clearly 
proved, it is reasonable to assume 
that the same action occurs in 
vivo.® 
175 patients 

This situation may be analog- 
ous to the prevention of the selec- 
tion of drug-resistant populations 
of M. tuberculosis whenever ade- 
quate dosage of two drugs such 
as INH and streptomycin are 
used.* For the past four years, 
we, at National Jewish Hospital, 
have treated 175 patients initially 
excreting Mycobacterium tuber- 
culosis susceptible to 2.0 mcg/ml 
of streptomycin and 0.2 mcg/ml 
of INH with INH 8 to 16 
mg/kg/day and streptomycin 20 
mg/kg/day. The streptomycin 
was given intramuscularly daily 
for 90 days or more until the 
sputum became negative. 

In only three instances did we 
fail to convert the sputum to 
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negativity with this combination 


and only in these cases did the 
organisms become resistant to 
the drugs used before the sputum 
converted to negativity. It re- 
mains to be seen if these prin- 
ciples can be successfully applied 
to the treatment of other infec- 
tions. 

Finally, the SchenLabs Phar- 
maceuticals, Inc. introduced a 


penicillinase (Neutrapen) which 
can be used in the treatment of 
penicillin reaction’. Following 
this advance, it will be interesting 
to see if an antimetabolite of 
penicillinase can be synthesized, 
thus permitting us to treat with 
penicillin and this antimetabolite 
those bacteria resistant to peni- 
cillin by virtue of their endogen- 
ously produced penicillinase. 
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trom all points...growing evidence favors 


FUROXONE 


brand of furazolidone 


s Pleasant-flavored Liguip, 50 mg. per 15 cc. (with kaolin and pectin) # Conven- 
ient TaBLets, 100 mg. @ Dosage—400 mg. daily for adults, 5 mg./Kg. daily for 
children (in 4 divided doses). 
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From a Large Midwestern University: ; 
FUROXONE CONTROLS ANTIBIOTIC-RESISTANT OUTBREAK 


An outbreak of bacillary dysentery due to Shigella sonnei was successfully controlled 
vith FuRoxoneE after a broad-spectrum antibiotic had proved inadequate. Cure rates 
verified by stool culture) were 87% with Furoxone, 36% with chloramphenicol. 
Only Furoxone “failures” were those lost to follow-up. Chloramphenicol failures 
subsequently treated with FuROxONE responded without exception. FUROXONE was 
also used effectively as prophylaxis and to eliminate the carrier state. It was “ex- 
tremely well tolerated in all 191 individuals who received it either prophylactically 
or therapeutically.” 


Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 
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Profile: Public Health Service 


PHS: In Foreign Service 


and Preventive Medicine 


This is the second of three articles describ- 
ing the many and varied activities of 
the United States Public Health Service. 


Bach year, the Coast and Geo- 
detic Survey of the Department 
of Commerce requests PHS med- 
ical and dental officers for service 
on cruises to Alaska, leaving 
Seattle in mid-April and return- 
ing in September. The ships, 
Explorer and Pathfinder, are 
modern seaworthy vessels with 
sickbay facilities and comfortable 
living accommodations. 

In addition to responsibility 
for the health of all personnel 
aboard the ships, PHS medical 
officers participate in the mis- 
sions of the cruises, both afloat 
and ashore, with Coast and 
Geodetic Survey working par- 


Leroy E. Burney, M.D. 


ties. Here, of course, is the chal- 
lenge of treating patients in un- 
usual faraway settings. Also med- 
ical officers will find they will 
have the time and the opportun- 
ity for extensive reading, hob- 
bies, fishing, photography, and 
the development of close-to- 
nature interests. 

Public Health Service medical 
officers on detail to the U. S. 
Coast Guard serve at its principal 
land stations and aboard its ships. 
While assigned to the Coast 


Dr. Burney is Surgeon General, U. S. 
Public Health Service, Department of 
Health, Education and Welfare. 
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«.. threatened abortion 
habitual abortion 


...endometriosis 


ILD 


EXERTS NO ANDROGENICITY 


Thus, its administration is free of Enovid represents a positive advance 
risks of virilism even on long-term in the treatment of threatened or 
administration at high dosage. habitual abortion‘ and in the treat- 
Each 10-mg. tablet of Enovid contains ment and control of endometriosis5. 
9.85 mg. of norethynodrel and Physicians may prescribe Enovid 
0.15 mg. of ethynylestradiol 3-methyl confidently without producing 

ether. (—The estrogen is added in androgenic manifestations. 

optimal amount to avoid breakthrough DOSAGE OF ENOVID FOR 

bleeding during prolonged use.—) THREATENED ABORTION 


NORETHYNODREL... Two or three tablets daily on appear- 
1. The only steroid! with both ance of symptoms. This dosage may be 
progestational and estrogenic effects. reduced to one or two tablets daily 
2. Retains its biologic integrity2 when symptoms disappear. The 
chal- following oral administration. —— dosage should be continued 
3. Is progestational and estrogenic in erm and increased if symptoms 
n un- experimental animals. reappesr. 
. med- 4. Is progestational and estrogenic in DOSAGE OF ENOVID IN HABITUAL ABORTION 
z clinical practice. Two tablets daily as soon as pregnancy 
y will 5. Is not androgenic! in experimental is diagnosed and continued without 
animals. interruption at least through the fifth 
ortun- 6. Is not androgenic’ in clinical practice. | ™onth. Enovid may be safely continued 
hob- to term if desired. 


| d DOSAGE OF ENOVID FOR ENDOMETRIOSIS 
> an . : The daily dose for the first two weeks 
yse-to- is one tablet, two tablets daily 
: i for the next two weeks, then three 
tablets daily for the following 
two weeks and finally four tablets daily 

.edica for three to nine months. 
U. S. 


ew ~ G. D. SEARLE & Co., Chicago 80, IIlinois 
incipal 3 ; ae Research in the Service of Medicine. 


ships. a . 1, Symposium on New Steroid Compounds 
with Progestational Activity, Ann. New York 
Coast Acad. Sc. 71:483-805 (July 30) 1958. 
2. Edgren, R. A.: The Uterine Growth- 

NORETHYNODREL, Stimulating Activities of 17a-Ethynyl-17- 

the principal constituent of Enovid, is _{fydroxy-5(10)-Estren-3-One (Norethynodrel) ond 

the only progestin with the double 
, & bond in the position shown, thus differ- 62.089 (May) 1958. 8. Rokoff 
ing from androgens and estrogens. 4. Tyler, E. T., and Olson, H. J.: Pages 704-709 of 
Norethynodrel possesses intrinsic reference 1. 5. Kistner, R. W., Endometriosis, 
estrogenicity (3 to 7 per cent that of in Conn, H, F. (editor): Current Therapy— 
estrone) in addition to its potent pro- 1959, Philadelphia, W. B. Sounders Company, 
hysician gestational activity. 1959, pp. 610-612. 
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Guard, these officers have full 
military status. 

Duty at Coast Guard land 
stations includes the Coast Guard 
Academy at New London, Con- 
necticut, receiving centers, air 
stations, district offices, and Coast 
Guard yards and bases from 
Camp May, New Jersey, to Hon- 
olulu, Hawaii. PHS medical offi- 
cers at Coast Guard Air Stations 
participate regularly in medical 
assistance flights, for which they 
receive flight pay. 

Duty on Coast Guard vessels 
includes the Eagle, a three-masted 
sailing vessel which makes the 
yearly cadet training cruises; the 


ice breakers engaged in Arctic 
operations in the Atlantic and 
Pacific oceans; the “Voice of 
America” vessel stationed at the 
Island of Rhodes in the Mediter- 
ranean; the Bering Sea patrol 
among the Eskimos, Aleuts and 
Indians in Alaska; and the Navy 
Department mission to the Ant- 
arctic, “Operation Deep Freeze.” 

Like their colleagues with the 
Coast and Geodetic Survey, PHS 
medical officers on Coast Guard 
vessels have sole responsibility for 
the health of all personnel on 
board. They may also be required 
to provide emergency medical aid 
to merchant and passenger ves- 


PHS medical officer assignments include service aboard the “Eagle, a 295 foot, 
three-masted bark, shown here on its annual cruise to Europe with Coast Guard cadets. 
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PHS medical officer performs appendectomy on board Coast Guard icebreaker 
"Westwind" during an arctic cruise to weather stations in the North Atlantic. 


sels on the high seas within their 
area. 


Quarantine 


The Public Health Service 
physician who has seen a service- 
man bring smallpox back with 
him from the Far East or a sea- 
man with subclinical malaria ac- 
quired in Africa, knows that as 
long as there are infectious dis- 
eases anywhere in the world they 
can become a threat to the United 
States. 

Airplane travel is so fast that 
it can bring not only disease in- 
cubating within humans but also 
the vectors. It is the duty of PHS 
medical officers on foreign quar- 
antine duty to protect the nation 
against invasion by such carriers. 
Examination and vaccination, iso- 
lation or surveillance for exposed 
crew Or passengers, sprays for 
airborne insects, deratting of 
ships, and inspection for general 
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sanitation, are all part of the 
routine of protection. 

The Service operates quaran- 
tine stations at 21 major ports in 
the United States and its island 
possessions. PHS medical officers 
also conduct medical examina- 
tions of visa applicants and func- 
tion as technical advisors to con- 
sular officials at major United 
States consulates in foreign coun- 
tries.* Similarly, they perform 
quarantine inspection and medi- 
cal examinations of Mexican lab- 
orers at border reception centers 
in California, Arizona, and 
Texas. 

At present, Mexican laborers 
represent approximately two- 
fifths of all the migrant laborers 
(U.S. and foreign) employed in 


* Athens, Frankfurt, Hong Kong, London, 
Monterrey, Montreal, Munich, Naples, 
Palermo, Paris, Rotterdam, Toronto and 
Vancouver. 
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SINGLE 
DRUG CONTROL 
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EDEMA 


DIAMOX mobilizes excess tissue fluids through simple but 
dynamic bicarbonate-transport regulation. Inhibiting the enzymatic 
action of carbonic anhydrase, DIAMOX blocks renal reabsorption 
of bicarbonate, sodium and water and reroutes them into 
excretory channels. 


In most simple edema, one DIAMOX daily produces ample 
diuresis . .. nontoxic and nonirritating to renal or gastric 

areas; no notable changes in blood pressure or electrolyte balance. 
Because DIAMOX is rapidly excreted, dosage is easily adjusted 
and does not interfere with sleep. 
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DOUBLE 
DRUG CONTROL 
FOR INTENSIVE 

DIURESIS 


Alternating DIAMOX with chloride-transport regulating diuretics 
achieves more dynamic diuresis than with either alone. By 
counterbalancing the tendency of these agents to produce systemic 
alkalosis, DIAMOX helps potentiate the diuretic effect, lessen risk of 
acquired tolerance and prolong intensive diuresis. 


vanced congestive heart failure + refractory toxemia of pregnancy 


ALSO EXCEPTIONALLY VALUABLE IN GLAUCOMA AND EPILEPSY 


Although mode of action has not been exactly defined in either instance, 
clinical experience has repeatedly proved DIAMOX a well tolerated, 
efficient means of reducing intraocular pressure in glaucoma and 
controlling seizures in both young and adult epileptics. 
[RLE LABORATORIES 
Sion of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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this country. Every Mexican lab- 
orer with a contract for employ- 
ment in the United States is 
dusted with an insecticide, vacci- 
nated, examined for venereal dis- 
ease, given a photofluorographic 
chest examination, and examined 
for other conditions which would 
make him unfit for work in this 
country. Of the more than 460,- 
000 laborers examined in 1958, 
11,634 were rejected by PHS 
medical officers for mental con- 
ditions, tuberculosis and other 
pulmonary conditions, venereal 
disease, and other health reasons. 
A PHS-developed rapid plasma 
reagin test for syphilis at the bor- 
der reception centers has reduced 
to one-half hour the time required 
to diagnose this disease. As a 
result, infected laborers can be 
detected, diagnosed and treated 
in the course of a single short 
stay at the reception center. 


Employees’ compensation 
Medical officers of the Public 
Health Service assigned to duty 
with the Bureau of Employees’ 
Compensation, U. S. Department 
of Labor, serve at offices in 
Washington, D.C., San Francisco, 
Chicago, New York, and Boston. 
Wide experience in compensa- 
tion practices, occupational med- 
icine, legal medicine, disability 
evaluation, and vocational rehab- 


_ PHS medical officer in the Bureau 


public health. 

With a potential population of 
2.5 million Federal employees 
and other beneficiaries—98,000 
of whom submitted work injury 
reports in fiscal year 1958—the 


of Employees’ Compensation ex- 
periences the full range of a com- 
plete general practice in review- 
ing claims. 

Today, for example, some o 
the medically interesting claims 
include those made by or fo 
employees who have suffered 
acute disabling episodes of hear 
disease. In many of these cases, 
the PHS medical officer will con 
sult with some of the country’ 
leading specialists in arriving al 


installations who have accidently 
been exposed to radioactive iso 
topes. 

The Public Health Service ad 
ministers the Hospital and Med 
ical Facilities Survey and Con 
struction Act, popularly known 
as the Hill-Burton Program. This 
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| : ilitation is available. The medical 
" care program is directed and 
+ evaluated by medical officers who 
> are thus provided with an oppor. 
- tunity of becoming versed jp 
ia many branches of medicine and 
‘si an evaluation of the medical as- 
: pects of the claim. Other inter- 
— esting examples include claims 
submitted by workers in Federal 
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which 


program makes Federal funds 
availible on a grant or loan basis 
for the construction of state and 
local government or nonprofit 


hospitals, public health centers, 


diagnostic and treatment centers, 
rehabilitation facilities, nursing 
homes, state health laboratories, 
and nurse training facilities. 

In addition to the construction 
program, the Service administers 
a pioneer research program relat- 
ing to the effective development, 
administration, and utilization of 
hospital services, facilities, and 


“@ resources. Here the PHS medical 


‘§ officer can participate in projects 
designed to produce improved 
hospital care in the U.S. 


Patient groups 


One such study is the Pro- 
gressive Patient Care concept, 


in recent months has 
aroused widespread interest. The 
central theme of this concept is 
the organization of facilities, 
ervices, and staff around the 
nedical and nursing needs of the 
patient. Patients are grouped ac- 
cording to their degree of illness 
and need for care. The staff serv- 
ing each group of patients is 
then selected and trained to pro- 
vide the kind of services needed. 

The role of the medical officer 
is extremely important to the 
Hill-Burton program. This is 
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particularly true since the pro- 
gram was broadened in 1954 to 
include all types of medical facil- 
ities. Working with state and lo- 
cal agencies, the PHS medical 
officer brings specialized knowl- 
edge to the many problems of 
hospital and health facility plan- 
ning and design which otherwise 
would not be available. 


Preventive medicine and 
public health 


In the field of preventive medi- 
cine and public health — one of 
the Service’s major program areas 
—PHS medical officers serve in 
programs to promote the estab- 
lishment and growth of health 
services throughout the nation. 
The primary aim of these pro- 
grams is to translate knowledge 
into practice. New practices or 
techniques are developed, tested, 
and verified; then, when their 
validity is established, they are 
recommended and demonstrated 
to state and local health agencies. 

New problems are constantly 
emerging as our socio-economic 
structure changes and our citizens 
enjoy an ever-increasing life ex- 
pectancy. The PHS medical offi- 
cer, standing at the frontiers of 
public health progress, must be 
part detective, part seer. He must 
be able to bring his epidemio- 
logical skills to bear on the pri- 
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mary or secondary prevention of 
the more obscure, subtler chronic 
diseases, seek ways to prevent 
the occurrence of communicable 
diseases, and develop methods 
for protecting our population 
from health hazards found in the 
community environment. 

He must, at the same time, 
learn to detect emerging public 
health problems in advance of 
their maturation and make prep- 
arations to prevent them or mini- 
mize their disabling effects. 

There are three areas in the 
field of preventive medicine and 
public health where the PHS 
medical officer can find broad 
professional experience. 


Disease control 


PHS activities in the area of 
communicable disease control 
include promotion of immuniza- 
tion programs against smallpox, 
diphtheria, polio, and other com- 
municable diseases; epidemio- 
logical investigations of disease 
outbreaks; disease surveillance 
programs; and VD and TB con- 
trol programs. The work ‘of the 
epidemiologist is particularly in- 
teresting because it permits the 
PHS medical officer to play the 
role of disease detective in track- 
ing down, identifying, and check- 
ing the origins of disease out- 
breaks that flare up periodically 


PHS Epidemic Intelligence Service an- 
swers calls from state health depart. 
ments to investigate disease outbreaks. 


and spread through an area or 
region. Medical officers of the 
PHS Epidemic Intelligence Serv- 
ice, with headquarters in Atlanta, 
Ga., answered 400 such calls last 
year. 
Communicable disease control 
programs include: 
© Studies of chemotherapeutic 
agents in the control of 
tuberculosis in home and 
hospitalized patients. 
© Studies of the application of 
fluorescent antibody tech- 
niques for rapid detection 
of streptococcal infections. 
© Developing techniques 
which would differentiate 
wild polio strains from vac- 
cine strains, as an aid to 
evaluating the effectiveness 
and safety of a polio vac- 
cine. 
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VAGINAL CREAM VAGINAL GEL 


THE MODERN CHEMICAL SPERMICIDE THE SPERMICIDAL GEL WITH BUILT-IN BARRIER 


PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 
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© Studying animal reservoirs 
and intermediate hosts of 
diseases, and developing 
control measures. 
Seeking practical preventive 
measures and adequate 
treatment of many diseases, 
including such prevalent 
ones as diarrheal disorders 
and the common cold. 


Also commanding the atten- 
tion of our medical officers are 
the mounting public health prob- 
lems represented by such chronic 
diseases as diabetes, glaucoma, 
cancer, heart disease, and mental 
illness. 

PHS medical officers work 
with state and community health 
officials and private health agen- 
cies to plan and carry out pre- 
ventive programs for these and 
other chronic diseases. 

They also provide technical 
assistance in planning services 
for minimizing the disabling 
complications of these diseases 
and in providing other types of 
community services for the 
chronically ill and aged. 

Some examples of these activi- 
ties include: 

© Studies of modern drug 

therapy in rheumatic fever 
prevention programs for 
children. 


Studies of the relationship 
of changing nutritional pat- 
terns to heart disease, arth- 
ritis, and diseases of the 
aging population. 
Developing and _ refining 
methods for the early detec- 
tion and prevention of the 
complications of such dis- 
eases as diabetes and glau- 
coma. 

Planning and carrying out 
cytology studies for the 
early detection of cancer. 


Environmental health 


Our rapidly expanding popu- 
lation and booming technology 
is accelerating the growth of many 
environmental health problems, 
and the PHS medical officer has 
a wide range of opportunities for 
professional experience in the 
clinical and epidemiological 
phases of such programs as occu- 
pational health, air and water 
quality, food-borne diseases, and 
radiological health. 

Some examples of environ- 
mental health activities include: 

e Studies of the effects of 

uranium and other types of 
mining on the health of 
miners, particularly with re- 
spect to skin diseases and 
diseases of the upper respira- 
tory tract. 

© Studies of the long-range, 
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cumulative effects of air and 
water pollution on the health 
of humans. 

Studies of the effects of ion- 


izing radiation on the human ~ 


biological system and par- 
ticipation in the develop- 
ment of state and local 
radiological health pro- 
grams. 

Studies of the effects of cer- 
tain occupations on the 
mental health of employees. 


Residency training 


To prepare newly appointed 
medical officers for some of the 
preventive medicine and public 
health programs, the Service gives 
them experience in operating as- 


signments and residency training. 
Under this career development 
program, the Service takes a 
medical officer with experience 
i an Operating program and as- 
signs him to a local health unit 
approved for residency training in 
preventive medicine and public 
health. 

After one or two years of resi- 
dency training, the officer is sent 
to an approved school of public 
health for study toward a Master 
of Public Health degree. 

In subsequent assignments, he 
hay again work in one of the 
)perating programs or in a state 
health department, where he re- 
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ceives a year’s experience or more 
as a professional assistant to the 
state health officer in a major 
operational division or health 
service program. 

It is the intent of the Service 
thus to provide the officer with a 
variety of professional experience 
which will ultimately prepare him 
for an effective career in public 
health practice and, at the same 
time, qualify him for his Boards 
in Preventive Medicine and Pub- 
lic Health. 

In some cases, medical officers 
with radiological health experi- 
ence or interests are given the 
opportunity to study for a Master 
of Public Health degree in 
schools where radiological health 
is the principal course in the 
curriculum. Other officers study- 
ing for an M.P.H. will major in 
such fields of special interest as 
industrial health, health adminis- 
tration and epidemiology. 

In recognition of the clinical 
interests of many young medical 
officers, the Service assigns them 
to the clinically oriented control 
programs previously mentioned, 
such as heart disease, diabetes, 
cancer, arthritis, mental health, 
and tuberculosis, and to the 
Indian Health program. The 
gamut of these programs ranges 
from early case findings, to medi- 
cal care, to rehabilitation. 
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Medical officer conducts a test to 
determine the acute toxicity of com- 
binations of air pollutant materials. 


Employee health 


The Fedezal Employee Health 
Program closely parallels the 
practice of occupational health. 
Public Health Service medical 
and nurse officers in this program 
have responsibility for planning 
and conducting employee health 
activities to promote and main- 
tain optimum health and well- 
being among Federal employees. 
Specifically, these assignments in- 
clude preventive medicine and 
public health experience, as well 
as emergency care activities. 

The FEHP operates 30 health 
units for Federal agencies that 
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request this service. Located ig 
Washington, D. C., Denver, 
Colorado, New York, Kansas 
City, Boston and Waltham, Mas. 
sachusetts, and Belle Meade, New 
Jersey, these units are available 
to a population of over 50,000 
Federal workers. The program ig 
growing and new health units 
will be opened as they ar 
approved. 


International health 


Poor health conditions con 
tribute to low living standards 
hamper economic developmen 
and foster instability and unrest. 
Improvement of health condi 
tions, therefore, is sought by the 
United States and other countries 
as a means of bettering the econ- 
omic status of the World and 
thereby contributing to World 
stability and peace. 

In the Near East, Asia, Latin 
America and North Africa, Public 
Health Service medical officers 
are providing professional assist- 
ance to nations in the develop- 
ment of programs and services 
leading te improved public health. 

A few examples will serve to 
illustrate the work of PHS physi- 
cians in the international health 
program. 

e A fulminating outbreak of 

smallpox in Pakistan, and 
an urgent plea for help, 
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formula 

DONNATAL TABLETS 

DONNATAL CAPSULES 

DONNATAL ELIXIR (per 5 cc.) 
tyoscyamine Sulfate. ....0.1037 mg. 
Mtropine Sulfate ............0.0194 mg. 
tyoscine Hydrobromide..0.0065 mg. 
Phenobarbital gr)... 16.2 mg. 


provides superior spasmolysis 


Each Extentad (equiva- through provision of natural belladonna 

pated alkaloids in optimal ratio, with phenobarbital 
effects...evenly, for 10 to 

12 hours — all day or all 

night on @ single dose. A.H. ROBINS CO.,INC., RICHMOND 20, VA. 
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brought prompt assistance 
from the United States in 
the form of a team of PHS 
epidemiologists who were 
immediately flown overseas 
to provide professional and 
technical assistance in halt- 
ing the epidemic. 

Three PHS epidemiologists 
went to Costa Rica to assist 
the Pan American Sanitary 
Bureau in evaluating a new 
live virus vaccine in a popu- 
lation that had not been im- 
munized with the Salk vac- 
cine. 

PHS medical officers parti- 
cipated in field trials of a 
hyperimmune serum for 
rabies in Iran, where rabies 


is prevalent. 

PHS medical specialists in 
radiation, working with the 
Pan American Sanitary Bu- 
reau and the University of 
Puerto Rico, conducted a 


course on “Public Health 
Aspects of Radiation,” at- 
tended by health department 
officials and university facul- 
ty members from 14 Latin- 
American countries. 

Through the U. S. Govern- 
ment’s technical assistance 
programs overseas, PHS 
medical officers are cooper- 


NEXT MONTH: 


ating with health officials of 
many countries in establish- 
ing and strengthening nation- 
al and local medical services 
and health programs. 

In addition to gaining wide 
clinical experience in endemic dis- 
eases rarely seen in the United 
States, PHS medical officers work 
with people with different cul- 
tural and socio-economic back- 
grounds. Moreover, they have the 
opportunity for serving in the 
various international organiza- 
tions and on expert committees 
and study groups, both in an 
active and an advisory capacity. 

For example, the Public Health 
Service in recent months has 
made available medical officers to 
serve on international committees 
concerned with: 

¢ Control and prevention of 

schistosomiasis. 

Development of an_ inter- 

national research program 
for WHO. 

e DDT-resistant malaria- 

carrying mosquitoes. 

For additional information 
about assignments in preventive 
medicine and public health, write 
to: Surgeon General, U. S. Pub- 
lic Health Service, Washington 
25, D. C. Attention: Division of 
Personnel. 


The Commissioned Corps 
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NIAMID 


reduces pain 
in angina pectoris 


NIAMID, in intensive clinical tests, has 
proved to have a high degree of safety 
and to be a valuable adjunct in the 
management of the anginal syndrome. 
NIAMID produces striking symptomat- 
ic improvement in angina patients.. | 


@ reduces frequency of anginal episodeg 
@ diminishes severity of attacks 
@ decreases nitroglycerin requirements 


@ renews sense of well-being 


Note: Because of dramatic relief of symp: 
toms and increased sense of well-being ir 
anginal cases, it is advisable to caution the 
patient against overexertion. 


DOSAGE : Start with 75 mg. of NIAMD daily 
in single or divided doses. After 2 weeks 
or more, adjust the dosage, depending 
upon patient response, in steps of one o1 
one-half 25 mg. tablet. Once improvement 
is seen, gradually reduce dosage to the 
maintenance level. Many patients respond 
to NIAMID within a few days, others within 
7 to 14 days. NIAMID is available as 25 mg 
(pink) and 100 mg.(orange) scored tablets 


A Professional Information Booklet giv 
ing detailed information on NIAMID ig 
available on request from the Medical De 
partment, Pfizer Laboratories, Division 
Chas. Pfizer & Co., Inc., Brooklyn 6, N. ¥ 


*Trademark for nialamide 


Pfizer) Science for the world’s well-being 


4 
\ 
— 
a 
— 
ie 
a 


One of a series on 
leading resident-intern centers 


National Jewish Hospit 


Tre National Jewish Hospital 
at Denver occupies an unusual 
place in American Medicine. 
Though it is Jewish sponsored, it 
admits all, regardless of race, 
creed or national origin, and there 
is no charge for treatment. This 
has been the policy since the hos- 
pital’s founding in 1899. 

NJH admission policy speci- 
fies: 

¢ The patient must be suffer- 
ing from a chest disease in which 
the hospital specializes (tuber- 
culous and nontuberculous chest 
diseases, including emphysema, 
asthma, chronic bronchitis, ma- 
lignancies, as well as cardiovascu- 
lar defects amenable to surgery). 

© The patient must have-a rea- 
sonable chance to improve with 
treatment. 

© The patient must be unable 
to afford private care. 

The hospital was founded at a 
time when thousands of tubercu- 
losis sufferers flocked to Denver 
in hopes that a dry climate meant 


acure. Many arrived in Denver 
only to die. Many remained un- 
cared for, jobless and broke. At 
the time, the sick almost literally 
filled the streets of Denver. 


First patient 

This situation prompted the 
Jewish Community of Denver to 
build a hospital to treat patients 
without charge, but a depression 
in the 1890’s prevented its open- 
ing. In 1899, with the help of the 
B’nai B’rith organization, the in- 
stitution accepted its first patient, 
a Catholic girl from Chicago. 

National Jewish has always 
been a nonsectarian medical cen- 
ter, both in its admission and em- 
ployment practices. The hospital 
operates ih accordance with its 
motto: “None may enter who can 
pay; none can pay who enter.” 
It is supported by contributions 
from friends all over the country. 

NJH has 325 beds and operates 
at about 95 percent of capacity. 
There are 18 buildings covering 
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Denver 


This 325-bed hospital 
specializes in 
diseases of the chest. 
It is affiliated with 

the University of Colorado 
School of Medicine, 
and offers training 
for 19 residents 
and fellows. 
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Dr. Shirley Appleby, chief resident in 
pediatrics at NJH, in the hospital library. 
A full-time librarian is on duty through- 
out the day to assist in reference work. 


three square blocks on Denver’s 
east side, in the area of Colfax 
Avenue and Colorado Boulevard. 
Tunnels connect all the buildings. 

The buildings are situated close 
to the street on all four fronts, 
leaving the interior space a park- 
like campus away from the bustle 
of the city. 


134 


‘School system). 


Facilities 

More than four million days of 
care have been given to patients 
from every state in the union, and 
many foreign countries. 

The following buildings serve 
as patient facilities: 

New Hospital Building: Con- 
tains the follow-up clinic, patients’ 
library, lounge, cafeteria, kitchen, 
and 90 beds for medical and sur- 
gical patients on the second and 
third floors. 

B’nai B'rith Building: The 


largest hospital structure, it} 


houses 141 patients. 
Rehabilitation Dormitory: Pro- 
vides accommodations for 44 pa- 
tients who are physically ready to 
return home, but who are com- 
pleting rehabilitation programs. 
Heineman Building: Devoted 
entirely to infants and children; a 
50-bed building with separate 
facilities for children’s occupa- 
tional therapy, play therapy, re- 
habilitation service, a grade 
school (part of the Denver Public 


Surgical and Clinical Facili- 
ties Building: Adjacent to the 
main operating pavilion, there is 
an instrument room equipped 
with the latest electronic devices 
for monitoring physiologic func- 
tions during surgery. Also in- 
cluded in this building are the x- 
ray department, pharmacy, dental 
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7 PROUD HERITAGE...A PROMISE FOR THE FUTURE 
(BP) |) 


Laboratory, Inc. } Bard-Parker Company, Inc. 
| ACE 
ACE- HESIVE. 
(ASEPTO 
-DISCARBIT — 
FLATYPE 
“HUBER 
WYPAK 
AYPERCHROME 


These trademarks are symbolic of LYER-LOK , - Sterile disposable equipment most 


the quality for which Becton, Dickin- 


recently led to.the development of 
son and Company is‘famous through- MEDICAL CENTER the first truly disposable hypodermic 


out the world. And they summarize “MULTIFIT needle and the first glass disposable 
the long line.of medical equipment RACK- PACK sytinge.These. and all. other B-D 
developed through the years by B-D sterile products are processed with 
and its subsidiaries— products such RED FLASH sterility control technics” that have 
as hypodermic needles and syringes) ;RIB-BACK resulted in even’ surer standards of 
supportive ‘and~pressure bandages, ¢ industrial sterilization *) | 1} 
fever thermometers, diagnostic (SENSI DISC In these-achievements. ofthe 
struments, diabetic supplies, sur-, STERITUBE can be found. our promise-for-the 
geons’ gloves, ‘surgical instruments, VACUTAINER future ...& promise of new products, 
culture media and laboratory: -WILTEX developed through a unique program 
equipment. ; aa and constantly geared to the expand- 
The company’s growing interest in YALE ’ ing horizons of medical knowledge. 


BECTON, DICKINSON AND COMPANY ‘RUTHERFORD, 


in canada Becton, Dickinson & Co., Canada, LtD., TORONTO 10, ONT. 
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office, pathology laboratory, 
medical records office, chief 
nurse’s Office, office of nursing 
education, clinical laboratory, 
physical therapy department, and 
medical staff offices. 

New Rehabilitation Center: 
Completed in 1957, it consists of 
a three-story building of func- 
tional design with an adjoining 
all-purpose 221-seat auditorium 
with provisions for wheelchair pa- 
tients. The auditorium includes 
the newest available facilities for 
wide-screen movies and the back 
of the stage is designed as a 
chapel for all faiths. 

The first floor houses shops for 
woodworking, radio repair, pre- 
cision instruments, ceramics, 
leather work, weaving, and a 
general shop. 

The second floor has complete 
training facilities for such skills as 
beauty culture, barbering, print- 
ing, and a home economics de- 
partment with a modern kitchen 
and a fully equipped sewing 
room. A broadcasting room pro- 
vides facilities for transmitting 
live and recorded programs to all 
patients. The top floor contains 
classrooms and offices for the de- 
partment of rehabilitation serv- 
ices. 

The hospital has a four-fold 
program: treatment, research, re- 
habilitation, education. 


Program 

An unusual aspect of the treat- 
ment program of tuberculosis is 
the hospital’s pioneering work in 
early ambulation of patients un- 
der appropriate and adequate 
chemotherapy. Since the most 
active antimicrobial agents are 
most effective when the tubercle 
bacilli are multiplying, activity, 
unless there is a physical con- 
traindication, is prescribed for 
tuberculous patients is an effort 
to maintain the organisms in a 
multiplying phase. 

Since the way in which indi- 
viduals metabolize such drugs 
varies, all patients, prior to initia- 
tion of antimicrobial therapy, 
have serum drug assay studies. 
This allows tailoring the dosage 
of the drugs to the patient’s needs. 
During the four years of this pro- 
gram, there have been only three 
therapeutic failures in over 175 
previously untreated patients 
who, at the time of admission, 
were excreting organisms suscep- 
tible to the drugs used. 

The program has several psy- 
chologic advantages over the tra- 
ditional bed rest treatment of tu- 
berculosis. Rehabilitation of the 
tuberculous patient can begin 
almost at the same time that he 
enters the hospital. Instead of 
languishing in bed while he is 
getting well, the patient is en- 
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NATIONAL JEWISH HOSPITAL TRAINING PLAN 


The following conferences are held weekly: 


MONDAY— |-3:00 P.M., Intake Conference and Rehabilitation 
Planning 
4-5:00 P.M., Seminar in Tuberculous and Nontuberculous 
Chest Diseases 


TUESDAY—9-10:00 A.M., Medical Casework Presentation on Asth- 
matic patients 
1:15-3:15 P.M., Medical Grand Rounds 


WEDNESDAY—9:45-10:45 A.M., Cardiac Clinic 
10:45-12:00 Noon, Surgical Grand Rounds 
12:00-1:00 P.M., Cardiac Grand Rounds 
1:20-2:30 P.M., Pediatric Grand Rounds ; 
4:00-5:00 P.M., Seminars on Cardiac and Pulmonary 
Physiology 


THURSDAY—8:30 A.M. (Third Thursday every Month) Orthopedic 
Conference 
10:30-11:30 A.M., New Patients Educational Classes 
1:15-3:15 P.M., Grand Rounds on the Nontuberculous 
Chest Service 


FRIDAY— 


3:15-4:15 P.M., twice monthly, Mortality Conference 
3:00-5:00 P.M., alternate weeks, Discharge Planning 


Conference 


SATURDAY— 8:30-10 
10:00- 12:00 


700 A.M., X-ray Conference 
700 N 


oon, Seminars covering basic sciences 


couraged and guided toward mak- 
ing a good use of his time in 
earning new skills or in improv- 
ing skills already acquired. 


Asthma 


An unusual aspect of the 
isthma program at National 
Jewish Hospital ‘is that the insti- 
tution treats teenagers and adults 
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with a regimen hitherto used only 
in the treatment of children un- 
der 15 years of age. For the past 
20 years, information has been 
accumulating that if asthmatic 
children are separated before 
puberty from their home environ- 
ment for a period of one to two 
years, over 80 percent will return 
home experiencing a sustained re- 


137 


a 
eat- 
k in 
un- 
uate 
nost 
are 
rcle 
vity, 
con- 
for 
ffort 
| | 


lief of symptoms. Although the 
long term effect with adults is un- 
known, most, following admis- 
sion, experience similar sympto- 
matic remission. The hospital’s 
approach to the asthmatic is a 
total one, embracing physiologic, 
psychologic, and psychiatric 
evaluation. Patients can, as 


needed, participate in a compre- 
hensive rehabilitation program. 


Cardiology 

The only patients who are ad- 
mitted on the Cardiac Service are 
those who have lesions that are 
presumed to be amenable to car- 
diovascular surgery. There are be- 
tween 50 and 75 cardiac opera- 
tions a year. In order to operate 
upon this number of cases, be- 
tween two and three times that 
number must be screened. The 
hospital is fortunate in obtaining 
a wide variety of cardiac diseases 
to evaluate. 

The hospital also carries on in- 
vestigations and treatment pro- 
grams in such nontuberculous 
chest diseases as emphysema and 
chronic bronchitis. 


Research 


NJH was the first chest hospital 
in the country to establish a sepa- 
rate research department with a 
full time chief and facilities sepa- 
rate from the clinical laborator- 
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ies of the hospital. This was in 
1919. The hospital’s research 
laboratories are the largest in the 
country in the area of tubercu- 
losis and chest diseases. They 
were expanded recently with the 
completion of a five-story, mil- 
lion-dollar building. 

The research program at Na- 
tional Jewish Hospital is current- 
ly under the direction of Dr. 
Gardner Middlebrook, whose in- 
vestigations in microbiology, par- 
ticularly pertaining to tubercu- 
losis, are world renowned. He 
has done considerable work on 
the mechanisms of drug therapy 
in the treatment of tuberculosis. 
His original research work on 
tuberculosis by the airborne in- 
fection route, as well as his dis- 
covery of the catalase test and 
different serologic phenomena, 
have given us an index as to the 
infectivity and/or the pathogen- 
icity of the tubercle bacillus 
causing the infection. The INH 
microbiologic assay was devel- 
oped in his laboratories, and this 
gives the clinician a method for 
determining the proper dosage of 
INH for the patient. A similar 
technique was devised to deter- 
mine proper streptomycin dosage. 

In the  Cardiopulmonary- 
Physiology Laboratories, one of 
the first established in a chest dis- 
ease hospital, researches in lung 
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peripheral 
blood flow 
now sustained 
for 12 hours 
with just one 


Priscoline 
Lontab 
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SUMMIT, N.J. 


PRISCOLINE® hydrochloride (tol 


Improved circulation to the 
extremities can now be sus- 
tained all day or all night 
with just one Priscoline 
Lontab. Exclusive Lontab for- 
mulation offers rapid initial 
effect, steady, prolonged in- 
crease in blood flow to the 
extremities when circulation 
is impaired. Lontabs keep 
hands and feet warm without 
the chill periods of intermit- 
tent medication in patients 
with arteriosclerotic periph- 
eral vascular disease, Ray- 
naud's disease, thromboan- 
giitis obliterans, postopera- 
tive and postpartum throm- 
bophlebitis and similar con- 
ditions. 


Dosage: One Priscoline Lontab 
every 12 hours. 

Supplied 

Priscoline Lontabs, 80 mg. 


(15 mg. outer shell, 65 mg. inner 
core). 


Special outer 
shell actually con- 
tains initial dose of 
medication which 
is Immediately re- 
leased for rapid 
vasodilating effect. 


Unique Lontab 
core designed to 
release medica- 
tion gradually, sus- 
taining vasodilot- 
ing effect as long 
as 12 hours. 


LONTABS® (long-acting tablets 
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DIUPRES PROVIDES AD- BASE” ANTIHYPERTENSIVE THERAPY 
effective by itself in a majority of patients 


greatly improved 
and simplified management 


_ of 
hypertension 


DIURIL, WITH RESERPINE 


the first “wide-range”’ antihypertensive—effective in mild, moderate, and severe hypertension 


more hypertensives can be better controlled with DIUPRES 
alone than with any other agent... with greater 
simplicity and convenience, and with decreased side effects 


can be used as total therapy or primary therapy, 
adding other drugs if necessary 

in patients now treated with other drugs, can be used as 
replacement or adjunctive therapy 

should other drugs need to be added, they can be given 
in much lower than usual dosage so that their 

side effects are often strikingly reduced 

organic changes of hypertension may be arrested and 
reversed ...even anginal pain may be eliminated 
patient takes one tablet rather than two... 

dosage schedule is easy to follow 


economical 


DIUPRES-500 500 mg. DIURIL (chiorothiazide), DIUPRES-250 250 mg. DIURIL (chiorothiazide), 


0.125 mg. reserpine. 0.125 mg. reserpine. 


One tablet one to three times a day. One tablet one to four times a day. 


63) MERCK SHARP & DOHME, piviSiON OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


SOIUPRES AND DIURTL (omLoROTHIAZIDE) ARE TRADEMARKS OF MERCK & CO., INC. 
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greater antibiotic activity 


Milligram for Milligram, DECLOMYCIN exhibits 
2 to 4 times the activity of tetracycline against 
susceptible organisms. (Activity level is the 
basis of comparison—not quantitative blood levels 
since action upon pathogens is the ultimate 
value.*) Provides significantly higher serum 
activity level... 


with far less antibiotic intak 
DECLOMYCIN demonstrates the highest ratio of 


prolonged activity level to daily milligram intake o 
any known broad-spectrum antibiotic. Reduction 0 
antibiotic intake reduces likelihood of adverse effed 


ii intestinal mucosa or interaction with contents. 
rie: unrelenting peak 


antimicrobial attack 


The DECLOMYCIN high activity level is 
uniquely constant throughout therapy. Eliminates 
peak-and-valley fluctuation, favoring continuous 
‘suppression. Achieved through remarkably greate 
stability in body fluids, resistance to degradation 
and a low rate of renal clearance. 


*Hirsch, H. A., and Finland, M.: New England J. Med. 
260:1099 (May 28) 1959. 
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plus DECLOMYCIN maintains 

‘“ =. activity for one to two days after 

extra- ; discontinuance of dosage. 

Features unusual security 

rimary infection or secondary 
activity bacterial invasion —two 
1 FOR factors often 
a “resistance problem” 

—enhancing the traditional 

AGAINST J we advantages of tetracycline 

RELAPSE ... for greater physician- 

patient benefit 


in the distinctive, 
dry-filled, duotone 
capsule 


immediately available as: 
DECLOMYCIN 
Capsules, 150 mg. 
bottles of 16 and 100. 
Adult dosage: 

1 capsule four 

times daily. 
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LEDERLE LABORATORIES, 
a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


e 

ava 
aANTIDIOTIC 
aké 
tents. i 

) | 

| 


compliance and work of breath- 
ing is being carried on. One 
group is interested in the develop- 
ment of prosthetic material for 
cardiovascular surgery. Experi- 
mental surgery includes work 
with a heart-lung pump oxygena- 
tor, as well as open heart surgery 
performed under hypothermia. 

A staff member recently pre- 
sented a paper at the Third World 
Conference of Cardiology in 
Brussels, Belgium, dealing with 
the etiology and correction of ven- 
tricular fibrillation as it occurs in 
open heart surgery performed un- 
der hypothermia. 

A comprehensive research pro- 
gram in asthma is under way, em- 
bracing such areas as the rela- 
tionship of blood corticosteroids 
to stress, the personality structure 
of the asthmatic patient, and the 
significance of skin testing in re- 
lation to symptoms. 


Rehabilitation 


The facilities at National Jew- 
ish for rehabilitation recently 
have been greatly expanded. 

Occupational therapists, social 
workers, and a vocational psy- 
chologist help the patient to ex- 
plore his talents and pick pre- 
vocational work, if there is need 
for this exploration. When pa- 
tients evidence a specific talent 
in prevocational work, they are 


allowed to take advanced courses 
off the campus as soon as they 
have medical clearance. 

Many patients attend nearby 
high schools, universities, or trade 
schools. The goal of the rehabili- 
tation program is to return each 
patient to his home or community 
as a well adjusted, independent 
individual. Patients participating 
in the rehabilitation program are 
housed in a “rehabilitation” dor- 
mitory. In this non-hospital set- 
ting, the patients can complete 
their training in an environment 
simulating more normal life. 


Education 


The educational program of the 
institution embraces the training 
of social workers, occupational 
therapists, student nurses, and 
other professional workers 
through affiliations with more 
than 20 universities and colleges 
throughout the country. There 
are 19 residents and fellows in 
training at National Jewish Hos- 
pital. 

The hospital offers seven resi- 
dencies and three fellowships in 
Chest Medicine, approved for 
one year by the American Board 
of Internal Medicine, and for 
three years as part fulfillment of 
the Fellowship requirements of 
the American College of Chest 
Physicians. Stipends for the Resi- 
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e Here’s a man whose ulcer once would have 
ver protested strongly—not just at traffic prob- 
or- lems—but at the entire gamut of stress to 
set which modern man is subjected. 
ete His physician, aware thatthe patient as well as 
ent the ulcer must be treated, has prescribed 


ALupRoXx SA. 


eases tension . promotes healing 
relieves pain « reduces acid secretion 


Suspension and a Aluminum Hydroxide Gel with Magnesium 
Hydroxide, Ambutonium Bromide and Butabarbital, Wyeth 


Philadelphia 1, Pa 
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dents range from $3,000 to 
$4,200 per annum. Fellows in 
Chest Medicine receive complete 
maintenance plus $50 per month. 

There are four Chief Resi- 
dents in the Medical Chest Sec- 
tion: One for the Tuberculosis 
Service, the second for the Car- 
diac and Nontuberculosis Section, 
the third for the Pediatric Divi- 
sion, and a fourth in Asthma and 
Allergy. The stipends for Chief 
Residents range between $4,200 
and $6,000 per annum. A mini- 
mum of two years training in In- 
ternal Medicine, Pediatrics, or 
Chest Diseases is required. Every 
effort is made to select the Chief 
Residents from the Junior and 
Senior Resident Staff. 
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The Siemens Plani- 
gram as shown here 
and a new Westing- 
house image ampli- 
fier are part of the 
equipment in the 
NJH radiology de- 
partment. 


Other residencies include those 
in Pediatrics, Anesthesiology, and 
Orthopedics. The latter three are 
on rotation from the University 
of Colorado School of Medicine. 

In research, the hospital offers 
four Fellowships: The Walter P. 
Harris Fellowship in Clinical Re- 
search, at a stipend of $7,200. 
The A. T. Hirsch Fellowship in 
Cardiopulmonary Physiology car- 
ries a stipend of $6,000. There is 
a junior Fellowship in Cardio- 
pulmonary Physiology with a sti- 
pend of $3,600, and a Fellow- 
ship in Experimental Pathology 
that provides maintenance only 
for the recipient. 

The hospital offers a two-year 
residency program in Chest Sur- 
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of the usual patient - a 
gestive heart failure .. . 


WIDEST SAFETY MARGIN —AVERAGE THERAPEUTIC DOSE ONLY 
4 THE TOXIC DOSE.t 


FASTER RATE OF ELIMINATION THAN DICITOXIN OR DIGI- 
TALIS LEAF. 


THESE SIMPLE DOSAGE EQUIVALENTS MAKE IT EASY TO 
SWITCH YOUR PATIENT TO GITALIGIN—O.5 mg. of Gitaligin 
is approximately equivalent to 0.1 Gm. digitalis leaf, 
0.5 mg. digoxin or 0.1 mg. of digitoxin. 

Supplied: 

cITALIcIN 0.5 mg. Tablets— bottles of 30 and 100. 


*GATTERMAN, R. C., ET AL.: CIRCULATION 5-201, 1952 
BRAND OF AMORPHOUS GITALIN © TeIBLIOGRAPHY AVAILABLE ON REQUEST 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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brand of trifluoperazine 


For b.i.d. administration 


FOR ANXIETY— 


PARTICULARLY WHEN EXPRESSED AS APATHY, 
LISTLESSNESS AND EMOTIONAL FATIGUE 


often effective where other agents fail 


* 


enthusiastic patient acceptance 


* 
fast therapeutic response with very low oral doses 
convenient b.i.d. administration 


* 


side effects usually slight and transitory 


Clinically evaluated, before introduction, in over 12,000 patients 
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UNUSUALLY EFFECTIVE IN RELIEVING ANXIETY 
IN APATHETIC, EMOTIONALLY FATIGUED PATIENTS 


Stelazine’ is a new long-acting psychotherapeutic agent that can 
elp you to bring prompt relief to many of your patients whose 
pnxiety is expressed as apathy, listlessness and emotional fatigue. 


linical studies in over 12,000 patients have shown that ‘Stelazine’ 
s outstanding among agents in its class because it not only relieves 
bgitation and tension, but also restores normal drive in many patients 
ho are apathetic due to anxiety. 


These studies have also shown that ‘Stelazine’ is effective in low 
bi.d. dosage (2 to 4 mg. daily) and that it is often effective in pa- 
tients who have failed to respond to meprobamate, prochlorpera- 
zine, phenobarbital, mepazine, chlorpromazine, or promazine. 


RECOVERY OF NORMAL DRIVE 
IN APATHETIC PATIENTS 


Clinicians report that with ‘Stelazine’ most apathetic, listless and 
emotionally fatigued patients regain an alert, more confident out- 
look. This frequently results in increased mental and physical ac- 
tivity. For example: 


Patients’ “‘spirits brightened and initiative and interest picked 
up considerably in contrast to their pretreatment inertia.” 


‘Stelazine’ “seemed to have a capacity to restore normal drive 
in conditions characterized by decreased motor activity and 
mental apathy.””? 


ADDITIONAL INFORMATION will reach you by mail or 
through your S.K.F. representative. We hope you'll decide that 
‘Stelazine’ deserves an early trial. Smith Kline & French Labora- 
tories, Philadelphia. 


REFERENCES: 1.Gearren, J.B.: Dis. Nerv. System 20:66 (Feb.) 1959. 2. Margolis, E.]., et al.: 
Scientific Exhibit at 12th Clinical Meeting of the American Medical Association, Minnea 

Dec. 2-5, 1958. 3. Phillips, F.J., and Shoemaker, D.M.: ibid. 4. Ayd, F.J., Jr.: Clin. Med. 6: 387 
Mar.) 1959. 5. Tedeschi, D.H., et al.: in Trifluoperazine: Clinical ‘and Pharmacological 
Aspects, Philadelphia, Lea & Febiger, 1958, pp. 23-33. 
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MEDICAL DiRECTOR 
Dr. Sidney H. Dressler 
ASSISTANT MEDICAL DIRECTOR 
AND CHIEF OF MEDICINE 
Dr. Irving Kass 
CHIEF OF THORACIC 
CARDIOVASCULAR SURGERY 
Dr. Melvin M. Newman 
CHIEF OF GENERAL SURGERY 
Dr. Sidney Reckler* 
CHIEF OF CARDIOLOGY 
Dr. Murray S. Hoffmant 
CHIEF OF ANESTHESIOLOGY 
Dr. Robert Virtuet 
CHIEF OF PEDIATRICS 
Dr. Saul Blatman 
CHIEF OF RADIOLOGY 
Dr. Morris H. Levinet 
CHIEF OF ORTHOPEDIC SURGERY 
Dr. Atha Thomas* 
CHIEF OF ASTHMA AND ALLERGY 
Dr. Irving Itkin 
CHIEF OF PSYCHIATRY 
Dr. Aaron Paley+ 
CHIEF OF UROLOGY 
Dr. T. Leon Howard* 
CHIEF OF GYNECOLOGY 
Dr. Eugene S. Auer* 
CHIEF OF ENT. 
Dr. Herman I. Laff* 


NATIONAL JEWISH HOSPITAL STAFF 
AND RESIDENT ORGANIZATION 


CHIEF RESIDENT OF 
ASTHMA AND ALLERGY SECTION 


CHIEF RESIDENT OF 
TUBERCULOSIS SECTION 


CHIEF RESIDENT OF 
NONTUBERCULOSIS SECTION 


Six Residents in Chest Medicine 
Three Fellows in Chest Medicine 


CHIEF RESIDENT IN PEDIATRICS 


Two Residents in Pediatrics— 
One on rotation from 

the University of Colorado 
School of Medicine; one on 
rotation from Children’s Hospital 


CHIEF RESIDENT OF 
THORACIC CARDIOVASCULAR SURGERY 


First Year Resident 
Fellow in Thoracic Cardiovascular 
Surgery 


ANESTHESIOLOGY RESIDENT 


On rotation from the University of 
Colorado School of Medicine 


OrtTHOPEDIC RESIDENT 


On rotation from the University 
of Colorado School of Medicine 


* Consultant } Part-time 


gery, approved by the American 
Board of Thoracic Surgery. The 
first year is devoted to Thoracic 
Surgery, and carries a stipend of 
$3,120. The second year resi- 
dency in Cardiovascular Surgery 


carries a stipend of $4,128. In 
addition, there is a Surgical Fel- 
lowship with a stipend of $2,400. 
The Second Year Surgical Resi- 
dent is the Chief Surgical Resi- 
dent. For surgical residencies, ap- 
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Additional Hit 


Daily dosage: 
lets in bottle 
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SULFASUXIDINE 


INYLSULFATH 
simpler: Preoperative administration of Sutrasuxipine simplifies bowel surgery. 
‘Intestinal anastomoses can be performed by the open technic and multiple- : 
stage procedures reduced to a single-stage resection.”* 
smoother: After surgery, “the postoperative course is unusually smooth, abdom- 
inal distention absent, gas pains are mild, and the danger of peritonitis and 
deep abscesses from gross fecal contamination is minimized.”* 

ef: SULFASUXIDINE is exceptionally well folerated—nausea and vomiting prac- 
ically never occur...incidence of other reactions is only one percent. 


Goodman, L. S., and Gilman, A.; The Ph ical Basis of T Ed. 2, The Company, 1955,p.1312. 
Daily dosage: 412 to 6 tablets six times daily. Colidven-0.28 Om./Ke. daily in six divided doses. Available: As 0.5 Gm. tab: 
iets in botties of 100 and 1000, and as a powder in 1-ib. bottles. isa ‘of Merck & Co., Inc. 
ne Additional literature is available to physicians on request. 


— Merck Sharp & Dohme oivision oF merck & Co, inc, PHILADELPHIA 1, PA. 
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Whatever corticosteroid therapy you 


start...alternate... 


ter 


with new, painless, intramuscular 


Cortrophin 


—the quick-acting, prolonged adrenocortical stimulant 
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1. “Produces a more prolonged hor- 
mone effect than other previously avail- 
able repository corticotrophins.” 


2. “... more potent and longer acting 
than gel ACTH.” 


3. Preferred, “. . . because it is a free- 
flowing substance that can be injected 
in a very small gauge needle.” 


you prescribe... 


Whenever systemic corticosteroid ther- 
apy is prescribed, routine intramuscu- 
lar administration of new, painless 
CoRTROPHIN-ZINC is indicated at the 
start for rapid, complete, and safe con- 
trol, during rest periods, and at the end 
to offset depression of the adrenal cortex, 


& avoid possible cortical atrophy.!.2 This 
unique, free-flowing intramuscular 

corticotropin stimulates peak adrenal 

cortical function within two hours, and 

its ACTH effect may persist for several 

days. CORTROPHIN-ZINC: 5-cc. vials, 40 

or 20 U.S.P. units/cc.; 1-cc. ampuls, 

40 or 20 U.S.P. units with sterile dis- 


posable syringes. 


1. Pagano, P. J.: Med. Times, 86:1371, 
1958. 

2. King, J. H., et al.: Tr. Am. Acad. 

Ophth. 59:759, 1955 


“It is well known that prolonged 
treatment with corticosteroids inter- 


adrenocortical suppression feres with normal adrenocortical 


function, causing involvement or 
Avoid adrenocortical atrophy atrophy of the gland.” 


—Krusius, F. E., and Oka, M.: 
Ann. Rheumat. Dis. 17:184, 1958. 


iterminate | 
lar | 
i 
® 
| 
| 
i 
corticotropin-alpha-zinc-hydroxide (ORGANON) 
| 
Stimulate the adrenal cortex pe | 
| 
Orange, N. J. 
ysiclat ovember 1959, Vol. 5, No. 11 153 


plicants must have four years of 
training in General Surgery. 

No malpractice insurance is re- 
quired. Residents provide their 
own hospital insurance coverage. 

Unmarried Residents may ob- 
tain full maintenance, including 
room and bath, in the staff house, 
and all meals in the staff dining 
room at a cost of $50 per month. 
There are no facilities for the 
married resident, but assistance 
is given in obtaining outside hous- 
ing. As hospital jobs are not 


available for wives, the institution 
assists in locating other employ- 
ment. 

Chief Residents receive a three 
weeks’ vacation during a calen- 


dar year. Other residents and 
fellows are entitled to two weeks 
in a calendar year. 


Library 


The hospital’s medical library 
contains over 5,000 volumes. The 
hospital subscribes to more than 
100 scientific journals. It has a 
complete Quarterly Cumulative 
Index Medicus; the complete 
Index Catalogue of the Library 
of the Army Surgeon General’s 
Office. A total of 158 texts and 
monographs were added in the 
past 12 months. NJH has work- 
ing arrangements with the medical 
libraries of the County Medical 
Society as well as the University 


of Colorado School of Medicine. 
There is a full time librarian on 
duty to assist in library and bib- 
liographic research work. In ad- 
dition, there are three separate 
patient libraries with popular and 
classical material. 


Recreation 


Being a metropolitan resort 
area, Denver has good recreation § 
facilities the year round. The hos- 
pital has a television lounge for 
staff physicians, and bowling, 
golfing, tennis facilities are all 
near the institution. 

Winter sports are the most 
popular recreation, however, for @ 
residents at NJH. Weekend trips 
to the ski slopes are traditional, 
and on Mondays many of the staff 
appear with sunburned faces and 
aching extremities. It is common 
practice among the residents to 
share expenses and use one auto- 
mobile for the ski trips, since 
the distance to the slopes is with- 
in 50 miles range. Trains also 
make daily trips to the Winter 
Park Ski Lifts. In the summer, 
mountain climbing, picnicking, 
trout fishing, boating, and visits 
to ghost towns provide out-of-the- 
ordinary recreation. 

Nearby Central City (40 
miles), an hour’s drive through 
beautiful Clear Creek Canyon, is 
another popular spot. Central 
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= Within 30 minutes, 
Pyridium’s unusually prompt 
Panalgesic action will 
*Spare needless pain and help 
Overcome resistance to 
= Urological procedures. When 
prescribed for home use, 
Pyridium encourages more 
"normal micturition 
"ey removing the penalties 
of pain and burning. 
DOSAGE: Adults: 2 tablets, 
sf (100mg. each), three times 
before meals. 
“Children 9 to12 years: 
tablet three times daily. 


"MORRIS 
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City is an old Western town that 
has been preserved as it existed 
in the 1880’s. The New York 
Metropolitan Opera Company 
traditionally comes here in the 
summer for an engagement; other 
theatrical fare includes Broadway 
productions. 


Churches 


Churches of all denominations 
are close by. Ministers of all 
faiths come into the hospital, also, 
and they are free to use the inter- 
faith chapel. For example, for 
Catholic patients, confessions and 
communion are regularly sched- 
uled on campus. There are Jew- 
ish services in the beautiful 
Lewisohn Chapel on Saturday, 
and Protestant services are also 
held at the hospital. 

New wide screen movies are 
shown twice weekly in a modern 
theater which is part of the Re- 
habilitation Center. Frequently, 
there are appearances on stage 
of stars who are appearing pro- 
fessionally in the Denver area. 


Two-year program 

Although the Residents and 
Fellows in Chest Medicine are 
given appointments for one year, 
every effort is made to encourage 
the Resident to remain for at least 
a period of two years. It is felt 
that it takes this length of time 
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for a Resident to achieve a de- 
gree of competency in Chest 
Medicine. The two-year pro- 
gram in Chest Medicine is de- 
signed as follows: 


First Year: 

e Three months in Pediatric 
Chest Diseases, including Pediat- 
ric Cardiology. 

e Three months on the Acute 
Tuberculous Service, with ex- 
perience in the Outpatient De- 
partment. 

e Three months in the Follow- 
up Tuberculous Wards. 

e Three months service on the 
Asthma Ward. 


Second Year: 

© Three months on the Acute 
Tuberculous Service, during 
which time Medical Residents 
do some assisting in the operat- 
ing room so as to have a grasp 
of the scope of Thoracic Surgery. 

e Three months on the Car- 
diac and Nontuberculous Chest 
Service. 

e Three months in the Car- 
diovasculat-Pulmonary Labora- 
tories. Here, the Resident may 
observe and participate in cardiac 
catheterizations as well as pul- 
monary function studies. 

e Three months on the Non- 
tuberculous Chest Service at Fitz- 
simons Army Hospital. 
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FORMULA: 


Sulfadiazine, 167.0 mg. ); 
Sulfamerazine, 167.0 mg. (21% gr.); 
Sulfamethazine, 167.0 mg. (2 gr.). 


DOSAGE: Adults: 1 tablet four 
times daily. 


MORRIG PLAING. J. 
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Ventricular fibrillation—a dramatic scene in cardiac surgery is captured by photog- 
rapher working from adjacent electronics room. Chief surgical resident in foreground 
(Dr. Robert Holdren) anxiously watches oscilloscope as defibrillators are made ready. 


The resident is responsible for 
the patient’s care. He takes the 
history, does the physical, orders 
the laboratory work, talks with 
the family, and decides when the 
patient should be presented to the 
conference. 

Ward rounds by the full time 
staff or consultants are made 
three times a week. The hospital 
has a consulting staff which in- 
cludes diplomates in all the ma- 
jor specialties. These physicians 
are available as needed. 

A Resident’s Manual, revised 
every two years, assists in hos- 
pital adjustment. 

The basic responsibility of 
Chief Residents is to supervise 
the junior and senior residents. 
Chief Residents are encouraged 


to engage in research work or de- 
velop their skills in specialized 
areas. 

Each resident has about 35 
cases on his service. There are 
weekly outpatient clinics in Car- 
diology, Tuberculosis, Pediatrics, 
and, depending upon the service, 
the resident, with a staff man in 
attendance, participates in these 
clinics. 


Surgical training 


Surgery is done by the resi- 


dent. Although a staff man is 
present at all operations, his basic 
responsibility is to instruct the 
resident. 

The surgical resident, in his first 
year, is responsible for perform- 
ing all types of pulmonary sur- 


Resident Physician 


% 
& 
158 


Mandelamine therapeutic 


4 distinction stcms from 

pits to ‘control chronic 
urinany ry,infections, 
includings those Tesistant 

to 
Mandel mine Suits allage 
is sparticularly 
usef older patients. 

Its bacterial action 

is confir aio the urinary 
tract; Sensitization 
unlike ly, no fluids or 
alkali are needed and cost 


DOSAGES sce 

“Gin. four Umes daily. 


Ons Belly. 


7 
3 
: 
ound 
e- 
“4 
first 
7 4 oa 4 


gery, including primary resections 
and thoracoplasties. He is also 
responsible for the pre- and post- 
operative care of his patients. 

During the second year of his 
residency, he performs all cardio- 
vascular procedures, esophageal 
and cancer surgery, all the left 
heart catheterizations, and is en- 
couraged, at least once a week, 
to do routine right heart cathe- 
terizations. 

With the completion of the new 
Research Building, larger animal 
quarters are available for the 
surgical residents and fellows. 

The surgical resident operates 
upon about 100 chest cases dur- 
ing the first year, and at least 50 
cardiac cases in the second year. 
He also does all the general sur- 
gical procedures, which in the 
past have included gastrectomies, 
cholecystectomies and hysterec- 
omies. 


Papers and exams 


All residents are required to 
submit a paper for publication be- 
fore receiving credit for their resi- 
dency. During the past three 
years, at least 30 papers prepared 
by the residents have been ac- 
cepted for publication. A $50 
prize is given to the resident sub- 
mitting the best scientific paper. 
Each resident is assigned to a 
faculty advisor. 


The following written examina- 
tions are given each year: 

Respiratory physiology 
Cardiac physiology 
Clinical cardiology 
Tuberculous Chest Diseases 
Nontuberculous Chest Dis- 
eases 
Three practical tests are given in 
the interpretation of the follow- 
ing: 

Electrocardiograms 

© Chest x-rays 

Bronchograms 

A $50 prize is given to the resi- 
dent obtaining the best grades in 
the above examinations. 

The. hospital is affiliated with 
the University of Colorado School 
of Medicine and Fitzsimons Army 
Hospital in the training of its 
residents. Both institutions offer 
basic science courses. which 
should assist those residents who 
need the review for state boards 
and ECFMG examinations. 
Residents desiring to obtain a 
postgraduate degree, such as a 
Master’s Degree in Medicine, may 
do so by enrolling in the Post- 
graduate School at the University 
of Colorado School of Medicine. 
During the spring quarter, resi- 
dents are responsible for instruct- 
ing the sophomore class from the 
University of Colorado School of 
Medicine in chest physical diag- 
nosis. 
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Gardner Middlebrook, M.D. 


Guest 
Editorial 


Creativity and Research 


Few physicians would disagree with the viewpoint 
that, operationally, the career of the physician, regard- 
less of special field, is a career of investigation in the 
broadest sense of the word “investigation.” On this 
basis it has often been argued that training in the so- 
called scientific method of investigation is very valuable 
for the physician. 

Yet, it seems to me that society expects a certain 
proportion of young men and women who obtain a 
degree in medicine not only to acquire a real familiarity 
with the day-to-day care of the sick and with the 
principles of practical preventive medicine, but also 
to acquire an intimate familiarity with original investi- 
gation in medical science and ultimately to make orig- 
inal contributions in this field. ‘i 

The most difficult question to answer is which phy- 
sicians should and which should not be provided the 
opportunity for this expensive training. 

Nearly every physician whom I know today wishes 
in some way or other to be considered a “scientist” or 
at least a “researcher.” In my opinion, this circum- 
stance has fostered the development of an enormous 
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— Guest Editorial 


amount of pretense in medical edu- 
cation. Every intern, every resident 
in the so-called teaching hospitals, 
is expected to do more than merely 
try his hand at clinical or laboratory 
i investigation. He is expected to 
4 complete it and, more than that, 


often to publish it somewhere. 
GARDNER 
MIDDLEBROOK 


Director of Research 


And this happens whether or not 
the individual manifests the slight- 


and Laboratories  eSt creative talent. 

Now, far from decrying the im- 
portance of good training in clinical 
or laboratory medicine or in scientific investigation in 
the medical field, I think it is only fair to point out 
and to emphasize that the creative temperament and, 
in particular, what I like to call the “index of curiosity 


Nationa! Jewish 
Hospital at Denver 


about new things” are of primary import. For each 
individual, regardless of his or her general intelligence, 
these characteristics should play the principal, almost 
exclusive role, in determining whether or not the indi- 
vidual intern or resident should even be permitted to 
participate in clinical or laboratory investigation. 

I do not recognize any evidence that every physician 
need have any special familiarity with medical research 
in order to be a competent practitioner. On the other 
hand, it is a sad commentary on the leadership of the 
medical community that those young physicians who 
have that ill-defined but usually obvious creative moti- 
vation “to investigate to the roots of things” are not 
specially favored. They struggle along for many years 
under the most difficult economic conditions and, as 
in any field of science, only a very few can ever expect 
the economic success which the average practitioner 
can achieve after an equal number of years of education. 
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REFLECTION ON CORTICOTHERAPY: 


To be of greatest value, a 
steroid must be good not only 
for the patient (by controlling 
symptoms), but also 

to the patient 

(by minimizing 

side effects). 


To be of greatest 
value, the steroid 
should have the 
best ratio of 
desired effects 

to undesired 
effects: 
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— Guest Editorial 


Let us hope that more intimate collaboration be- 
tween social and medical scientists will provide some 
reasonably useful means of identifying early the poten- 
tially productive scientists among us. Then, I believe, 
we may fairly anticipate proportionately higher stipends 
for research fellowships in clinical and laboratory 


medicine. 


You give food and friendship 
with every $1 package you send 
to the world’s hungry thru the 
CARE Food Crusade, New York 
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After Military Service 


Return to 
Residency 


Norman Atkin, M.D. 


[—— to a residency after 
two years of Army service was 
an experience which I looked for- 
ward to with both relish and some 
misgivings. During my intern- 
ship, I had decided that surgery 
was my bent. I had completed 
my internship just prior to enter- 
ing active duty under the auspices 
of the Berry Plan. 

Army service was a pleasant 
interlude—I was fortunate to 
have been stationed in a hospital 
in Italy—but I was eager to get 
back to a busy surgical service. 

After having spent my intern- 
ship in a large municipal hospital 
(it was excellent and I was well 
satisfied), I wanted a more aca- 
demic atmosphere in which to 


continue a residency. I felt in a 
teaching institution there would 
be the stimulation of both stu- 
dents and teachers, opportunity 
for research and, I hoped, an ade- 
quate number of patients for clini- 
cal study. 

On the other hand the thought 
assailed me not infrequently that 
perhaps I might have gotten a 


little rusty and that the questions§ 


of the eager medical students 
might be embarrassing, not to 


mention those of the visiting staff. 
As I look back on over a year 
of residency I realize that the ad- 
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justments that have been made, 
in fact the most trying, have not 
been directly related to medicine. 
There is a great change in one’s 
approach to the hospital as well 
as the patient when he returns to 
a residency after leaving the serv- 
ice and regresses in status from 
Chief to Indian. 

I had been, for a time, assistant 

chief of the surgical service of our 
hospital—a position of some re- 
sponsibility. 
In the service, no matter what 
one’s particular job, his medical 
opinion is respected and accepted. 
This opinion is weighed on dif- 
ferent scales, by the patient on 
the basis of rank and interper- 
sonal reaction; by one’s superiors 
on the basis of experience and 
one’s background, but often the 
basis is the availability, or lack of 
availability of a more learned 
opinion. 

To the patient I, as a captain, 
might be expected to know more 
about myocardial infarction than 


About 
the 
Author 


ng staff. 
r a year 
the ad- 


hysician 


pital, Livorno, Italy. 


November 1959, Vol. 5, No. 11 


Lt. Jones who had finished a year 
of medical residency. 

To the assigning officer one 
might become a specialist by vir- 
tue of the need for such a spe- 


cialist. One of my colleagues 
was made chief of obstetrics and 
gynecology after an internship 
and nine months atomic energy 
fellowship because there was no 
one else to fill the post. (He did a 
damn good job for eight months 
until replaced by a board eligible 
man.) 

Back in residency our opinions, 
though perhaps better qualified, 
may often be given less considera- 
tion. We have all met the patient 
who asks if you are an intern or 
a doctor! 

There is the occasional staff 
man who suggests that it would 
be well if you didn’t disturb his 
patient prior to surgery, or who 
may cancel what you think are 
reasonable orders without ex- 
planation or consultation. 

The medico-legal aspects of 


A graduate of Ohio State University 
College of Medicine, the author took a 
rotating internship at Kings County Hos- 
pital, Brooklyn, N. Y. After internship he 
entered the Army, serving six months with 
the 11th Airborne Division, followed by 
18 months service at the 45th Field Hos- 
At present he is a resident at Beth 
Israel Hospital, Boston, Mass. 
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medical practice in service are 
virtually non-existent. Whereas, 
in a residency what one says and 
does may often be a potential 
source of misunderstandings be- 
tween the resident, patient and at- 
tending. However, this phase of 
the transition can teach us much 
of the art of medicine and is one 
which is usually made easily. 


Education 


Another adjustment is educa- 
tional. This phase was for me an 
adjustment from informal ex- 
change of views and shortage of 
adequate texts while overseas 
(our current journals were re- 
ceived two months after publica- 
tion) to a situation in which there 
are formal lectures semi-weekly, 
rounds, inquisitive students and 
often inspiring teachers. How- 
ever, no matter what the struc- 
ture of the program the vital ac- 
tivity of busy surgeons on a busy 
service plus the desire of these 
men to teach and the resident to 
learn is the most important factor 
in surgical education. 


Pay differences 


It is the ancillary adjustments 
which are most difficult. Obvi- 
ously and of no mean import is 
the financial comedown. In the 
service I drew approximately 
$6500 in pay and allowances a 


year. My salary in residency jis 
$2700 per year and this is prob- 
ably above average. 

Some of the difference is made 
up by dipping into savings accu- 
mulated in service, some from 
family support, and the majority 
by scaling down our style of 
living. 

Whereas, I could afford w 
own and drive a flashy convertible 
as captain, USAR, as assistant 
resident my Volkswagen is more 
practical to operate. 

In service we could travel ad 
lib on weekends and vacations; 
in residency when we do get off 
duty our recreation is limited by 
our finances. 

Overseas a fulltime maid was 
no luxury, but now an occasional 
baby-sitter for the symphony has 
to be carefully budgeted. For a 
longer period, we exchange chil- 
dren with another resident couple 
and can occasionally, each of us, 
manage a holiday. 


While in service there was little 
incentive to study and there was 
plenty of, time to be spent at 
home. Now the desire to read 
is limited only by lack of time 
and it seems we are never at home 
long enough. 

The greatest adjustment, I feel, 
is in and by the resident’s family. 
The resident’s wife must be pre- 
pared to accept all the aforemen- 
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tioned financial and social adjust- 
ments, and in addition be able to 
cheer her dejected spouse when 
the program, as it often does, 
seems too long, too hard, and too 
thankless. 

The children must be pre- 
pared (and they never are) to see 
less of their father than the other 
boys on the street. My boys are 
constantly and hopefuly asking 
at suppertime: “Daddy coming 
home tonight?” 

The resident himself must 


switch his primary allegiance from 
his family to his job. 


Preparation 


Often we have misgivings and 
ask ourselves what damn-fool no- 
tion prompted us to choose this 
life. But, our goal is preparation 
for the practice of better medi- 
cine. Truly, if we were not happy 
with our long hours, poor pay 


and often unthanked efforts, we @ ‘ 


would not make the transition 
back to the life of the resident. 


"It's just my own idea, you understand, but | 
think I'm feeling pretty good.” 
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How to Get the Most out o 


Preparation and organization 


| are the twin keys to good conferences. meet 


William B. Redmon, M.D. 


Resident Physician 


| 
r 
(\ Th 

Aen ate 

( | \ Arra 
/ esse! 
|i; 

| who 
ual 1 
oper 
staff, 
hous 
A 
have 
| clud 
| 174 


to 


rysician 


The dual purpose of any con- 
ference should be to present sig- 
nificant material in an interesting 
manner. 

To accomplish this, organiza- 
tion is necessary. In fact, without 
it, the whole thing will die an 
early death, instead of being the 
solid contribution to resident 
training that a good conference 
should be. 

The suggestions here are based 
on the author’s two and a half 
years of experience in conducting 
clinical conferences—the experi- 
ence involved both pleasure and, 
occasionally, pain. 


Arrangements 


Perhaps the most important 
essential is a responsible person 


facilities for the meeting, and 
plans for presentation. 

The time set must permit the 
attendance of the largest possible 
number of staff members. 

The chief of staff or of service 
can make his greatest contribu- 
tion here by arranging clinic, 
rounds, or O.R. schedule to per- 
mit a regular meeting time. An 
hour’s time usually works out 
well, and a regular time schedule 
makes for regular attendance. 
Give the group a chance to voice 
their desires before settling on a 
definite schedule. And then make 
sure it is well publicized. 


Equipment 
Since our conference involves 
patient presentation, we'll need 


linical Conferences 


who will plan and conduct the 
meetings. Once such an individ- 
ual is named, he will need the co- 
operation of everyone on the 
staff, both the attending and 
house groups. 


A few basic arrangements will 
have to be made first. These in- 
clude a time schedule, space and 
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some equipment: an examining 
table, an x-ray view box and a 
blackboard. Occasionally, a slide 
projector or micro-projector and 
screen may be required. 

The room must be well venti- 
lated, large enough to accommo- 
date all who attend. If hospital 
regulations permit smoking, ash- 
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trays should be provided. 

Having arranged a time sched- 
ule with all concerned and located 
suitable facilities, the next prob- 
lem is personnel. 


Personnel 


In addition to the members of 
the house staff who will regularly 
be present, it is desirable to have 
some of the senior staff in attend- 
ance. From time to time we may 
wish to ask other staff members 
to come and lend their special 
knowledge to the discussion of 
specific cases. 

As a rule, members of the at- 
tending staff will be glad to be 
present, especially if their own 
patients are being presented, and 
if they have enough notice. 

This latter is important. The 
average attending will usually be 
happy to cooperate, but he will 
need time to arrange his own 
schedule. He should know what 
is expected of him, and if he will 
need any special preparation. 

Last minute arrangements, 
while sometimes unavoidable, can 
usually be precluded by careful 
planning done well in advance. 

Having set a time, procured 
the necessary room and equip- 
ment and arranged for personnel, 
our coordinator is now ready to 
advance to the selection of cases 
for presentation. 


Since this is a clinical confer- 
ence, we want live patients. 
These, however, should have defi- 
nite findings that can be seen, felt, 
or heard. Nothing is more dead- 
ening than to listen to a lengthy 
history and list of laboratory find- 
ings, only to see a bewildered in- 
dividual whisked in and out of 
the room, leaving everyone won- 
dering what he was supposed to 
have seen. 

Patients may be selected from 
the outpatient clinic or from the 
inpatient floors, but they should 
be selected with a purpose: to 
illustrate something definite, or 
to pose a specific problem: 

@ Diagnostic problem 

@ Therapeutic problem 

@ Unusual clinical entity 


Diagnosis 

Diagnostic problems should be 
just that—they ought to be an ex- 
ercise in diagnostic acumen. Give 
the history, bring in the patient, 
and turn the group loose. (This 
is where that examining table 
comes in.) 

The patient under considera- 
tion may represent a relatively 
simple problem in something such 
as gait analysis, a dermatitis, or 
something similar. On the other 
hand, we may have a real diag- 
nostic conundrum where no one 
is sure of the answer. 
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The individual presenting the 
patient should endeavor to chan- 
nel discussion and comment 
along logical lines. Much can be 
done in these discussions to in- 
still the habit of logical thinking 
and reasoning in terms of differ- 
ential diagnosis. 


Problem 


The second type of case-pres- 
entation is that of the therapeu- 
tic problem. The diagnosis is 
evident but treatment is question- 
able. In our clinic, which is or- 
thopedic, we often bring in pa- 
tients with fracture deformities 
for consideration by the group. 
A problem in biliary tract sur- 
gery would be an interesting one 
for general surgeons. Manage- 
ment of a complicated cardiac 
case could excite the internists, 
and so on. The possibilities are 
endless. 

Once our clinic is well under 
way, members of the attending 
staff will be glad to bring their 


own diagnostic and therapeutic 
“headaches” for presentation. 
Listening to a group of experi- 
enced physicians reasoning (and 
arguing) their way through such 
cases can be a real education for 
a group of residents. 

The third type of case presen- 
tation is the unusual or rare type; 
you only see one of these every 
two or three years. It is our prac- 
tice to have these patients pre- 
sented by a resident who will also 
prepare a brief resume of the cur- 
rent literature on the subject. 


Pathology 

About every fourth or fifth 
session may be devoted to a cur- 
rent pathology conference. Four 
to six recent cases are presented, 
beginning with a brief history, 
then the x-rays, and finally re- 
viewing the pathological sections, 
using a micro-projector. The 
services of the staff pathologist 
will have to be enlisted for these 
meetings, so plan for this. 


Graduating from the University of Michigan 
Medical School in 1953, the author com- 
pleted his internship and a year of general 
surgery at Christ Hospital, Cincinnati, Ohio. 
Since that time Dr. Redmon has had six 
months of general surgery and at present is 


completing his third year of residency in 
orthopedic surgery at Henry Ford Hospital where he is now 


chief resident in orthopedics. 
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Many of the case records con- 
sidered in the pathology meetings 
will have been presented previ- 
ously in one of the clinical con- 
ferences, so that an excellent fol- 
low-up will be obtained. 

Further cohesion is obtained 
by devoting part of an occasional 
meeting to a follow-up session on 
patients seen at earlier meetings. 
A few minutes for each report 
are all that is needed. This fol- 
low-up by pathology meetings 
and reports is a phase which is 
often neglected, but which will 
give continuity to the program. 


Level 


In hospitals with large staffs 
the conference will usually func- 
tion best if kept on the divisional 
level. Large meetings tend to be- 
come unwieldy and much of the 
interchange of ideas and com- 
ment may be lost. However, joint 
meetings can be arranged be- 
tween two divisions concerning 
subjects of mutual interest. In 
our hospital, the orthopedists and 
neurosurgeons occasionally get 
together for a session on cases 
concerning patients with interest- 
ing back problems. Similar ses- 
sions are held between general 
surgery and the gastroenterolo- 
gists. 

From time to time representa- 
tives of other divisions are in- 


vited to attend our meetings. For 
example, if we have an instance 
of osteomalacia, one of the mem- 
bers of our endocrinology staff 
will be invited to aid in the dis- 
cussion. 

Occasionally, another division, 
for example, plastic surgery, will 
present a patient at one of our 
conferences, for opinion and ad- 
vice. This sort of interplay 
should, of course, be encouraged. 

When guests are to be present, 
the coordinator will be wise to 
check with them in advance to 
see what might be needed by way 
of special equipment, such as a 
slide projector, charts, etc. Our 
guest should be given some idea 
of what is expected of him, how 
much time he will have, and re- 
quest him not to exceed it. Tell 
him how many cases are sched- 
uled and how they are to be pre- 
sented. 


Department 


In the smaller hospitals, meet- 
ings will encompass the entire 
house staff. Under these circum- 
stances, presentations may be 
either “departmentalized” or 
“mixed” in type. 

For the intermediate-sized hos- 
pital, with a larger number of pa- 
tients to draw from, the depart- 
mentalized type of meeting 
works well. One conference will 
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} be devoted to cardiac cases, the 


next to surgery, the next to in- 
ternal medicine, and so on. A 
different resident or intern (don’t 
forget the interns) may be made 
responsible for each group. 
With the departmentalized type 
of meeting, a regular schedule 
may be worked out, with each 
specialty or subspecialty having a 
turn in rotation. Arrangements 
should be worked out in ratio to 
the size of each group, but the 


‘larger sections shouldn’t be al- 


lowed to “hog the show.” Give 
everyone a fair chance. With a 
regular schedule you are more 
likely to get a good turnout from 
the attending staff too. 
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Mixed 


In the mixed conference, sev- 
eral patients of a totally different 
nature are presented at the same 
meeting. You may have a sur- 
gical problem, one in internal 
medicine, and a dermatological 
rarity at the same session. In the 
much smaller institutions, this is 
probably the best arrangement as 
it will enable the group to make 
the greatest use of the currently 
available clinical material. 

All of this is by way of saying 
that the format of the clinical 
conference can be adapted to any 
hospital, large or small, and can 
be of value to their house staff, 
regardless of where their major 
interests may lie. After all, sur- 
gical patients may be hyperten- 
sive, have renal disease, or cor- 
onary occlusions, while dermato- 
logical patients have been known 
to develop cholecystitis or frac- 
ture hips. Patients with hyper- 
parathyroidism interest endocrin- 
ologists and orthopedists alike. 


Conduct 


Early in this discussion we 
mentioned the necessity of assign- 
ing responsibility for our confer- 
ence to one person. Often, this 
will be the chief resident. But it 
doesn’t necessarily have to be. 
(He has enough other prob- 
lems.) 
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This can be a good assignment 
for one of the junior members 
of the house staff. I don’t know 
of a better way to introduce some- 
one to administrative medicine. 
Frequently, he has been referred 
to herein as the “coordinator.” 
This, I think, describes his func- 
tion. 

In addition to the arrange- 
ments for time, location, equip- 
ment, etc., the most important 
job is the scheduling of the pa- 
tients. A good coordinator is al- 
ways on the lookout for “confer- 
ence cases.” A constant, but 
gentle, needling of the staff will 
help in turning up good cases. 

When possible, the patient’s 
records should be presented by 
one of the residents, preferably 
one familiar with the patient. But 
give the group a chance — let 
them dig out clinical findings 
themselves. Pertinent x-rays and 
laboratory reports should be 
available, of course. Try to avoid 
“spoon feeding.” 


Select 


Don’t ask for volunteers—call 
on members of the group to ex- 
amine the patient, or to interpret 
the clinical findings or x-rays. Dis- 
cussion of cases can best be han- 
dled in this way, as well. A prac- 
tice of asking specific members 
of the group for contributions is 
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an effective way to short-circuit 
the individual who, when discus- 
sion is opened, proceeds to spend 
much time saying little. 


Record 


Another point, when calling on 
individuals—select them in their 
inverse order of rank, that is, call 
on the junior men first and the 
chief last. No house staffer par- 
ticularly likes to venture an opin- 
ion contrary to that of the chief. 
So give the junior men an op- 
portunity first. This practice, too, 
will act to prevent any one in- 
dividual from monopolizing the 
discussion. 

A written record is helpful for 
follow-up purposes. Assign one 
of the junior men as “scribe” and 
let him keep the notes. They can 
be brief—a notation of the pa- 
tient’s mame, case number, and 
the nature of the case, with a few 
comments on discussion is ade- 
quate. A large loose-leaf note- 
book, kept in the departmental 
office, will serve the purpose. 

Our coordinator, if he is wise, 
will always try to maintain a 
“substitute.” There will come a 
night before a conference when 
one prospective patient fails to 
arrive at the hospital, and an- 
other will be discharged suddenly. 
At times like this, an alternate 
comes in handy. 
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Interesting x-rays can always 
make a good “filler” or that un- 
scheduled case can be brought 
forward now. If you find yourself 
“caught short,” organize a fol- 
low-up session. 


Ability, cooperation 


As in most other projects, the 
success or failure of a regular 
clinical conference will depend on 
two factors: The ability and en- 
thusiasm of the coordinator, and 


the cooperation of the entire 
group, from the chief on down. A 
good coordinator can, to a cer- 
tain extent, arouse the interest 
of the group. But without the 
willing help of others, the co- 
ordinator will be able to accom- 
plish little. 

If your clinic gets off to a good 
start, you will find that it will 
grow in interest and scope, be- 
coming a rich and rewarding part 
of your residency training. 


“See you in about a month . . . but | doubt it.” 
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GUIDE 


for our readers 


The conventions of the presentation of advertising material on pharmaceuticals 
are related to certain ethical and practical considerations. This guide should be 
of help to all our readers in an understanding of the advertising material 
contained herein. Unless it is stated to the contrary: 


The acceptance of material for advertising is based upon several criteria; for 
example, in respect to safety, all new drugs are required to correspond with the 


All illustrations of physicians and patients are 
dramatizations utilizing models and not specific 
physicians or actual patients. The ethical and other 
considerations for this are obvious. 


Illustrative material such as dummy prescription 
blanks, hospital charts, calling cards, memos, etc., 
are presented as dramatizations. 


Composite case histories, drawings and/or phote- 
micrographs are often presented to convey typical 
clinical indications but unless stated to the con- 
trary are constructed as illustrative cases or 
situations. 


Physical limitations of space in journal advertising 
make the presentation of all relevant data imprac- 
tical; therefore, it is suggested that for suitable 
background on dosage indications and contraindi- 
cations the standard package insert or more exten- 
sive background data be consulted. 


. 


accepted Food and Drug application. 


It is suggested that any differences of opinion of individual physicians with 
any advertisements be called to the attention of the editor, with a duplicate 
copy of the letter to the pharmaceutical house whose advertisement is the 
subject of the letter. 


THE PUBLISHERS 
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QUIET, PLEASE! 


THE STUDENT’S WIFE 
Ellouise D. Schoettler 


Tie have been quite a few articles written lately about 
being an intern’s wife, a resident’s wife, the pros and cons 
of being a doctor’s wife and sometimes even just how to 
stand being a doctor’s wife. 

That’s all very well and good. But there’s one phase that 
precedes this: being the wife of a medical student. 

Seems that every year, more and more of the students 
in the medical schools all over the country are turning up 
married. I say, “Hurray!” and send all good wishes to the 
many lucky wives who'll have the thrill of sharing the 
years leading up to Graduation. 

Married during my husband’s third year in medical 
school, I wouldn’t swap a single minute of those school 
years, any more than any of you would quit your residency. 

Hope this won’t sound too terribly sentimental but I do 
like to think that sharing the tales of woe, sweating out 
the exams, typing the notes, and the usual, infernal and 
never ending waiting entitles me to share in that parch- 
ment which proclaims to all the world that my husband is 
an M.D. 
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Your Wire's TALKING 
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This isn’t intended as a disser- 
tation on how to be a medical 
student’s wife or the tricks of 
“flying up” to be an intern’s or 
resident’s wife (three years and 
I’m still a novice myself). It’s 
simply an attempt to share with 
you some of the brighter moments 
of our “school days.” from the 
wife’s eyeview, hoping you'll re- 
member how it was. 

Courtship, of course, carried a 
decidedly medicinal flavor. Some 
really memorable evenings were 
spent pouring over old autopsy 
specimens in one of those smelly 
pathology building “crock- 
rooms.” Even now I get sick 
thinking about it. 

And so the happy couple mar- 
ried! The middle of the third year 
. . . OB just around the corner. 

A medical student’s only love 
is his books. 

Most maddening was the fact 
that I never could devise any 
effective defense against these in- 
animate rivals. 

So what to do? Cry? Go home 
to mother? No. Join the Sisters 
of Misery, the wives’ club! There 
the “old hands” at the game will 
fill you in on how to cope with 
life and enjoy it at the same time. 
What a lift just finding out that 
you're not paddling this canoe 
alone! 

If you’ve felt a bit strange 
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about being the one to “bring 
home the bacon” so to speak, 
you'll now be merely one of the 
group. All medical wives, those 
in these early stages anyway, 
work. The wife who doesn’t work 
is a pretty rare bird. Mary Smith, 
for instance, six kids. 

When you have a job you are 
definitely a helpmate (helpmate, 
sounds so cozy). The idea of 
being The Big Help appealed 
to me (and still does), but after 
the many, many faux pas, I’ve 
learned to use a little discretion 
before throwing my help around. 

I remember—I can’t forget— 
one beautiful boner. It taught me 
to shut my mouth. As a labora- 
tory technician in one of the re- 
search labs where Jim was going 
to school, I was involved in a 
series of tests using actual pa- 
tients plus a group of controls 
who were members of the hospi- 
tal staff. 

Dr. Blank arrived right on the 
dot for his test. Simulating great 
efficiency, I had everything going 
along without a hitch, at least 
that’s what I thought, as I patted 
myself on the back. Next came 
that last plateau, the cigarette 
test. 

- Dr. Blank lit the cigarette we 
provided, casually mentioning 
that he was not ordinarily a 
smoker while his wife was. 
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For some reason I felt inclined 
at this moment to remark that 
our situations were similar . . 


Jim being a nonsmoker while I- 


wes more or less a “nicotine 
fiend.” One ounce of intelligence 
and I would have left it there, 
but oh no, I continued, adding 
that lately, Jim, a medical stud- 
ent, had tried smoking in a lec- 
ture in an attempt to stay awake. 

“It didn’t work. He fell asleep 
and dropped the cigarette!” 

Dr. Blank stared at me with 
renewed interest. 

“What did you say your name 
was?” 

“Schoettler.” I replied weakly, 
suspecting that a great big foot 
was sticking out of my mouth. 

“Ah, yes, I believe your hus- 
band is one of my students.” 

Remember surgery? Of course 
you do. And during the surgery 
trimester, what was passed back 
and forth over the coffee cups 
every night at the dinner table? 
Naturally, the minute and gory 
details of the day’s dog surgery. 
Frankly, I suspected an ulterior 
motive; there always seemed to 
be more to eat for Jim. 

‘Knots, yes. Surgical knots on 
the kitchen table. He wore rubber 
gloves. 

“I didn’t know you had any 
tubber gloves. Bring them home 
from the hospital?” 
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“Nope.” He didn’t even glance 
up. “They’re my old autopsy 
gloves from last year.” 

Then there were the triplets. 
Plum of the OB year! Jim ad- 
mitted a patient due to deliver 
triplets. “Any minute” she was 
due to deliver these triplets. So 
for 36 hours my spouse didn’t 
remove himself from that delivery 
floor fearing that... VOOM... 
and it would all be over without 
him. Who could blame him? You 
can’t exactly pass off triplets as 
being “everyday.” 

Now what was the role of the 
dutiful wife during all this? I be- 
came the lady of a thousand 
voices . . . Calling the delivery 
floor every few hours, inquiring 
solicitously: “Has Ella Mae Jones 
delivered yet?” I knew that if and 
when she ever did, I'd get one 
husband home. 

Had your lesson in self-reliance 
yet? Doesn’t take long does it? 
No clinging vines in this group. 
My lesson came during the OB 
trimester. Jim naturally had to 
stay all night at the hospital the 
nights he was on call. This isn’t 
new or news to us now, but it 
was to me then. Never having 
stayed alone all night before I 
was more than a little scared. On 
this night I was awakened about 
2 A.M. by loud, frightening 
clatters and crashes in our back- 
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yard. I just knew this was my 
night to be murdered. My grop- 
ing hand found the bedside 
phone. Jim would come flying 
home and save me! 

“Quick, come home! There’s 
somebody trying to break in the 
apartment.” 

“Ellouise, I can’t. You hear 
that screaming? That’s my pa- 
tient.” 

“What about me?” I was ready 
to scream, too. 


“I tell you what,” said my 
logical husband, “I'll hang on and 
you go look and see if there really 
is somebody there.” 

I was not murdered in my bed 
(stray dogs seldom kill anyone) 
but I did learn one big lesson: 
when in danger whether real or 
imaginary . . . call the police, not 
your doctor—husband. 

We all know firsthand by now 
that we wives are delegated vari- 
ous and sundry odd jobs. I found 
my prime responsibility, so far as 
the studious husband was con- 
cerned, was a Keeper of The 
Coffee Pot. When I heard his 
step in the hall, I dropped what- 
ever I was doing and ran out to 
put the coffee on. Another thing 
. . . always be available .. . 
any hour of the day or night. . . 
you may be essential. 


What was it that struck you 
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when you went to that first wives’ 
club meeting? Of course! The 
Popularity of Pregnancy. Seemed 
to me that it was almost a criteria 
for being “accepted” . . . so | 
couldn’t help but feel that my 
social standing was soaring when 
I too joined the “tent” brigade. 

The one thing that had never 
occurred to me was that I would 
be “late” getting to the hospital 
. . . Jim knew about OB. He'd 
take care of me. 

The long-awaited E.D.C. 
dawned . . . and it was just about 
that hour that the pains con- 
firmed my appointment. I was 
packed and ready to go.. . only 
one detail I’d overlooked: in case 
of necessity, how to wake Jim 
up! (If you’ve learned the secret 
of waking these zombies . . . I'd 
appreciate instructions.) I shook 
him. Nothing. Shook him again, 
harder. Still no response! 

“Jim, wake up! I’m in labor.” 
What did he do? Rolled over, 
stared up at me through half open 
lids and mumbled, “have you had 
your x-ray yet?” 

I called the doctor — and it 
took will-power to resist the im- 
pulse to ask for a ride to the hos- 
pital. 

There are dozens of other 
things: the art of acquiring a 
mammoth collection of ham- 
burger recipes; sweating out the 
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internship matching; the battle of 
Dr. Spock vs. the textbook. 

Looking back over this I 
realize that most of these things, 
though they happened to us while 
Jim was in school, could and do 
happen all the time anytime dur- 
ing our husband’s careers. We 
can complain about a lot of 
things but one thing we can never 
say is that our lives are dull. Ab- 
normal, maybe . .. but not 
dull! 

There isn’t a single moment 
though that stands out so vividly 


the university campus that special 
sunny June morning when I sat 
watching my husband, along with 
the rest of his classmates, receive 
his diploma. 

Seeing Jim in that green- 
trimmed black gown, I felt such 
a sense of pride and satisfaction 
that I had been a part of the 
years leading up to this Day of 
Days. 

Now I could say my husband 
was a DOCTOR ... I, a doctor's: 
wife. I liked it before . . . I like 
it now .. . and I’ve a feeling I'll 


in my memory as the scene on— always like it. How about you? 
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Bookkeeping 
1s SO easy 


HIISTACOUNT 
It’s so easy to keep the complete 
financial facts of your practice 
up-to-date, orderly and readily 
available for years ..- with a 
Histacount Bookkeeping System. 
You'll know, at a glance, what 
you earned, collected and spent 
for any day, week, month or year. 


It's so easy — no bookkeeping 
knowledge needed. 


Scart the New Year sight, 
with the system devised for you. 


Send for FREE sample pages 
and literature. 


PROFESSIONAL 


PRINTING COMPANY, 
12 HISTACOUNT BUILDING 


NEW HYDE PARK NY 
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VIEWBOX DIAGNOSIS 
(from page 25) 


MULTIPLE CALCIFIED ANEURYS\S 
OF THE SINUSES OF VALSALVA 


Note notching of the ribs as result 
of associated coarctation. 


MEDIQUIZ ANSWERS 
(from page 189) 


1 (A), 2 (D), 3 (D), 4 (©), 5 (©, 
6 (C), 7 (A), 8 (C), 9 (A), 10 (D). 


WHAT’S THE DOCTOR’S NAME 
(answer from page 194) 


LUIGI GALVANI 


RESIDENT RELAXER 
(puzzle on page 29) 
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edi quiz 
These questions were prepared especially 


for RESIDENT PuysIcIAN by the Profes- 


sional Examination Service, a division of 


the American Public Health Association. 


Answers will be found on page 188. 


1. The incubation period for 
relapsing fever is best given as: 
A) 2-15 days Sa 
8-12 days. 
C) 10-30 days. 
D) 1- 6 weeks. 
E) 3- 5 weeks. 


2. The clinical pathology of 
pernicious anemia is charac- 
terized by the frequent finding of 
all of the following except: 

A) Elevated stool urobilino- 
gen. 

B) Elevated urinary urobilino- 
gen. 

C) Poikilocytosis. 
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)) A positive Coomb’s test. 
E) Elevated serum bilirubin. 


3. In the insulin tolerance test, 
the intravenous injection of in- 
sulin, 0.1 unit per kilogram of 
body weight, is usually sufficient 
to lower the blood sugar: 

A) 1-10 percent. 

B) 10-25 percent. 

C) 25-40 percent. 

50-60 percent. 

E) 70-85 percent. 


4. In childhood, the normal 
alkaline phosphatase activity of 


the serum is: 
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Superk Gift 


This imported decorator's 
piece makes an_ outstanding 
gift or prize that surely will be 
treasured by its recipient. Com- 
bining grace and a touch of 
humor, it will add a note of 
charm to office or home. 

Styled and hand-painted by 
Italian artists, the glazed ce- 
ramic stands a full 12 inches 
high. Price $19.75 each. 
MEDICAL TIMES OVERSEAS, INC. 


DEPT. M, 1447 NORTHERN BOULEVARD 
MANHASSET, NEW YORK 


A) Too little to be measured. 
B) Higher in girls than in 


eo Somewhat above adult 
Nleyels. 


Below adult levels. 
E) Higher in boys than in 
girls. 


5. The normal range of plasma- 
bound iodine, expressed in micro- 
grams per 100 cc. plasma, is 
generally considered to be: 


E) 12-22 


6. In the electrocardiogram the 
P wave represents: 
A) Auricular fibrillation. 
B) Contraction of the ven- 
tricles. 
Depolarization of the Au- 
ritles. 


PSYCHIATRY 


If you are interested in preparing 
questions in psychiatry for “Medi- 
quiz” or the Professional Examina- 
tion Service, write for information 
to the Professional Examination 
Service, 1790 Broadway, New York 
19, New York. 
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D) Depolarization of the ven- 
tricles. 
E) Heart block. 


7. The Addis count of a pa-| 
ticnt who had had a severe sore | 
throat 3 weeks before, and who | 
had taken sulfadiazine, was re- | 
corded as follows: 3,700 casts. 
360,000 red cells. 742,000 white 
cells. Which one of the follow- 
ing diagnoses would this count in- 
dicate? 

No disease. 

B) Acute lupus erythematosus. 

C) Acute hemorrhagic neph- 
ritis. 


MEDIQUIZ REPRINTS 
AVAILABLE 


Through the cooperation of the 
Professional Examination Service, 
Division of the American Public 


Health Association, special reprints | 
of 150 Mediquiz questions and 


answers are now available in book-| 
let form for $1 per copy. To stimu- | 
late further study, the source of | 
each answer is listed in the booklet. | 
The supply of booklets is limited. 


To be certain you'll have a copy, | 


send your dollar now to the Pro- 


fessional Examination Service, De- 
partment R-11, American Public 
Health Association, 1790 Broad-| 
way, New York City 19, New 
York. 
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One or two tablespoonfuls 
of gentle, pleasant-tasting 
Agoral taken at bedtime 
encourages natural bowel 
function overnight. Without 
disturbing sleep, it promotes 
a normal bowel movement 
next morning. 


agoral 


the gentle laxative 
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a singl injection 


D) Obstructive tubular dis- PREMARIN’ INTRAVENOI 


ease. 
E) Pyelonephritis. 


8. Macewen’s sign, an in- 
creased resonance on percussion 
of the skull, is most commonly 
positive in: 

A) Pansinusitis and mastoidi- 
tis. 

B) Skull fracture. 

) Internal hydrocephalus and 

cerebral abscess. 

D) Cavernous sinus throm- 
bosis. 

E) Brain tumor and menin- 
gitis. 


9. A sudden spasm of the face 
produced by tapping over the 
facial nerve in postoperative 
tetany is* known as: 


Chvostek’s sign. 
B) Chaddock’s sign. 
C) Sulkowitch’s sign. 


D) Trousseau’s sign. 
E) Chadwick’s sign. 


10. Which of the following 
muscles forms an integral part of 
the anterior tonsillar pillar? 

A) Levator palatini. 

B) Palatopharyngeus. 

C) Stylopharyngeus. 


= Palatoglossus. 


E) Cricopharyngeus. 


Answers on page 188 
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blood loss, and preventing soctoneestl 
~ hemorrhage is being consistently reported 
patients. undergoing ophthalmologic, & 
Ob-tyn, urologic, and oral surgery.2 The wide 
range of application for “PREMARIN” INTRAVENOUS | 
includes spontaneous hemorrhage 
(epistaxis, gastrointestinal bleeding, etc.) 
well as bleeding during and after surgery. 


a Over 1,000,000 injections have been given” 
date without a single report of toxicity. 
“PREMARIN, INTRAVENOUS (Conjugated estrogens, cnt 
is supplied in packages containing one ‘‘Secule”’ a 
providing 20 mg., and one 5 cc. vial sterile. 


nt-with 0.5% phenol U.S.P. (Dosage may be 
administered small children.) 


— 
* 
18, 1957; cited in Scier (Mar. 25) 
— roc. . & Med. 94:92 (Jan. 
Published and unpublished case reports\ Ayerst Laborat: 
— Rigual, R.: Ibid., p. 3. 5. Servoss, H Mand 
Ibid., p. 10. 6. Menger, H. Cu: J.A.M.A, (Oct. 8) 195! 
AYERST LABORATORIES | 
York 16, N.Y. * Montreal, Canada 


Residents 
Interns... 


DOUBLE CHECK THESE 
IMMEDIATE OPENINGS IN 


V.A. Career 
Residency Programs 


A. HAS IMMEDIATE 
OPENINGS AT VARIOUS 
HOSPITALS IN 


Psychiatry or 
Neurology 


SALARIES RANGE FROM 
$6505-$9890 


Write for Information to 
CHIEF MEDICAL DIRECTOR 
(116A4) 

VETERANS ADMINISTRATION 
WASHINGTON 25, D. C. 


Doctor’s Name? 


H. was born in Bologna, Italy, 
on September 9, 1737. He was 
of a deeply religious cast of mind 
and wished to become a clergy- 
man, but his parents had him 
educated as a physician. 

Quite early he married the 
daughter of his teacher. At the 
age of 25 he was appointed lec- 
turer in anatomy at Bologna and 
gained repute as a comparative 
anatomist from his researches on 
the organs of hearing and the 
genito-urinary tract of birds. 
Later he also became professor 
of obstetrics. 

He spent 20 years of his life 
investigating the action of elec- 
tricity upon *the muscles of the 
frog and enunciated the theory of 
animal electricity. 

From the experiments which 
followed came the battery named 
after its inventor. 

At the age of 54 he published a 
book in four parts under the title 
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of “Essay on the Force of Elec- 
tricity in the Motion of Muscles.” 
This treatise became very well 
known and was widely reprinted. 

He led the quiet life of a re- 
spected professor; however, his 
later years were disturbed by 
great events. In 1796 Napoleon 
Bonaparte had entered North 
Italy as victor and founded the 
Cisalpine Republic, to which 
Bologna, hitherto in the Papal 
States, was to belong. All citizens 
were required to take the oath of 
allegiance to the young republic. 
His religious scruples came into 
conflict with his worldly interests. 


He refused to take the oath, was 
deprived of his post at the Uni- 
versity and retired into private 
life. This disastrous end to his 
career affected his bodily health. 
While his friends were arranging 
for his reappointment, he died in 
December 1798, at the age of 61. 

His name is used in connection 
with battery (direct) electric cur- 
rent and with the electrochemical 
process of applying a coat of 
zinc on the surface of iron and 
steel in order to increase re- 
sistance to corrosion. Can you 
name this doctor? Answer on 
page 188. 


BUTIBEL 


antispasmodic-sedative 


a See quiets the spastic colon, 

| through gentle sedation of 

BUTISOL Sodium® buta- 

barbital sodium 15 mg. and 

: ie the relaxing action of natural 
complaints 


react on 
her stome: > 


extract of belladonna 15 mg. 


BUTIBEL TABLETS - ELIXIR 


PRESTABS® BUTIBEL R-A 
(Repeat Action Tablets) 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 
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Rates 


Personal classified advertising rates 
are $5.00 for ads of thirty words or 
less plus 15c for each additional word. 
When a box number is used and an- 
swers sent care of RESIDENT PHYSICIAN 
there is an additional charge of 50c. 
Add four additional words for a box. 


For semi-display ads set in bold face, 
the rate is $6.00 for 30 words or less, 
plus 17c for each additional word. 

Commercial classified rates are $10.00 
for ads of twenty words or less plus 20c 
for each additional word. Commercial 
rates include all ads of manufacturers, 
dealers, agencies, etc. Count four addi- 
tional words for a box. 


For semi-display commercial ads set 
in bold face, the rate is $12.00 for 20 
words or less, plus 25c for each addi- 
tional word. 

ALL CLASSIFIED ADS PAYABLE 
IN ADVANCE. Forms close 15th of 
month prior to date of issue. ResipENT 
Puysictan, 1447 Northern Boulevard, 
Manhasset, New York. 


Going Into Practice? There Are Many choice 
opportunities in all fields which you would 
not normally be aware of. We have many 
that might interest you. Write us. 

The New York Medical Exchange 
489 Fifth Avenue (Opposite Public Uibrary) 
Specialists in Placement 


PHYSICIANS WANTED 


INTERNIST FOR GROUP PRACTICE CLINIC, 
serving over 30,000 members in Washington, 
D.C. Many staff members Board certified. 
Prefer Board certified or Board eligible 
physician. Salary open. Month's vacation; 
sick leave; retirement plan. Address: Medi- 
cal Director, Group Health Association, Inc., 
Hr Vermont Avenue, N.W., Washington 5, 


EXCELLENT OPPORTUNITY in Public Health 
field for —— Health Officer for 
growing Central California County. Salary 
range $249 to $1017. Excellent working con- 
ditions. Paid vacation, holidays and retire- 
ment program. Address Paul L. Murphy, 
M.D., General Hospital, Hanford, California. 


POSITION AVAILABLE 


hospital; salary $15,000. Board 
required. Write Cecil G. Baker, 
Superintendent, Yankton State Hospi- 

tal, Yankton, South Dakota. 
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